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A Clinical Trial of Five Phenothiazines Using 
Sequential Analysis* 


C. James Kleti, Ph.D., and Julian J. Lasky, Ph.D. 


PERRY POINT, MARYLAND 


Although there are now many examples of the use of sequential analysis in medical re- 
search,!: *: 13 as well as several excellent discussions of the method,!~*: 5. 7 it has not often 
been applied to psychiatric problems. It seems particularly appropriate for clinical trials of 
new therapeutic agents. This paper describes an application of sequential analysis" to data 
gathered in a large-scale controlled study of newly admitted schizophrenic males treated 
with selected phenothiazine derivatives. Following a statement of the experimental design, 
the results of an analysis of multiple covariance will be presented to serve as a basis for 
evaluating the results of the sequential tests. The relevance of both analyses to this study 


will also be discussed. 





From the Veterans Administration Central Neuropsychiatric Research Laboratory, Perry Point, Md. 

* Part of project III of the Veterans Administration Cooperative Studies of Chemotherapy in Psychiatry. 
Portions of this paper were presented at the Third Annual Research Conference in Psychiatry, Veterans 
Administration Hospital, Downey, IIl., June 10, 1958, the Fourth Annual Research Conference in Psychiatry, 
Veterans Administration Hospital, Memphis, Tenn., May 20, 1959, and the Gordon Research Conference 
on Medicinal Chemistry, New London, N. H., August 7, 1959. 
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METHOD* 


Six medications were randomly assigned to 640 schizophrenic males as they were suc- 
cessively admitted over a six month period to 35 cooperating hospitals. The drugs used 
were chlorpromazine,t mepazine,{ perphenazine,§ prochlorperazine,t and triflupromazine.|| 
Phenobarbital was used as an active control substance. Treatment was carried out under 
double-blind conditions, and dosage followed a fixed-flexible schedule. Dosage was pro- 
gressively increased at a specified rate during the first four weeks until it reached the fol- 
lowing levels: prochlorperazine, 75 mg.; mepazine and triflupromazine, 150 mg.; pheno- 
barbital, 96 mg.; chlorpromazine, 600 mg.; and perphenazine, 48 mg. A flexible dosage 
schedule was used during the remaining 12 weeks of the study, during which period the 
physician adjusted the dosage, within limits, to meet the optimal chemotherapeutic needs 
of his individual patients. The daily dosage in mg. during the flexible period was as follows: 
prochlorperazine, 25 to 150; mepazine and triflupromazine, 50 to 300; phenobarbital, 32 to 
192; chlorpromazine, 200 to 1200; and perphenazine, 16 to 96. 

At the beginning of the study, the average patient was 34 years old and had first been 
treated for mental illness about 7 years prior to current hospitalization. Eighteen per 
cent had never been hospitalized previously, and one third had been hospitalized more than 
three times. Fifty-six per cent had received some variety of ataractic drug previously. 

Clinical changes in patients were measured by two rating scales: the Multidimensional 
Scale for Rating Psychiatric Patients? (M.S.R.P.P.), and the Clinical Estimate of Psy- 
chiatric Status Scale (C.E.P.S.S.). The M.S.R.P.P. yields scores for 11 factors or symptom 
clusters as well as an over-all score called Total Morbidity. The C.E.P.S.S. required judg- 
ments from psychiatrists on 12 items referring to psychopathology and prognosis. Pa- 
tients were evaluated by both rating devices before treatment and after 4 and 12 weeks of 
treatment. Detailed laboratory studies were also conducted. 

The statistical model used to evaluate the relative therapeutic effectiveness of the drugs 
studied was analysis of multiple covariance (simple randomized design). Each of the 24 
criterion measures (12 from the M.S.R.P.P. and the 12 C.E.P.S.S. items) was analyzed for 
relative changes in clinical status during the first month, the second two months, and over 
the entire three month study period. Final criterion mean scores in each analysis were 





* A more complete description of project III has been prepared for separate publication. The study protocol, 
reproduced in its entirety in the Transactions of the Third Annual Research Conference on Chemotherapy 
in Psychiatry, edited by Clyde J. Lindley and published by the Veterans Administration Department of Medicine 
and Surgery, April, 1959, contains considerable detail concerning selection of patients, the randomization 
procedures, precautions, restrictions, laboratory controls, and forms. A statistical appendix in the Transactions 
of the Fourth Annual Conference on Chemotherapy in Psychiatry, edited by Clyde J. Lindley and published by 
the Veterans Administration Department of Medicine and Surgery, May, 1960, presents the results, as well 
as other data, in great detail. 

+ The trade name of Smith, Kline & French Laboratories for chlorpromazine is Thorazine, and for prochlor- 
perazine is Compazine. 

t The trade name of Warner-Chilcott Laboratories for mepazine is Pacatal. 

§ The trade name of Schering Corporation for perphenazine is Trilafon. 

|| The trade name of E. R. Squibb & Sons for triflupromazine is Vesprin. 
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CLINICAL TRIAL OF FIVE PHENOTHIAZINES 


adjusted for initial status on the criterion being analyzed, as well as for the net effect of 11 
control variables such as age, number of previous hospitalizations, and initial weight. 

Briefly, the results were as follows. Total morbidity scores were significantly (p < 0.05) 
reduced, after 4 and 12 weeks of treatment, by prochlorperazine, chlorpromazine, perphen- 
azine, and triflupromazine as compared with either mepazine or phenobarbital. There were 
no significant differences among patients treated with the first four drugs named during any 
of the evaluation periods. The difference between patients treated with mepazine and 
phenobarbital was not significant after four weeks but was significant after 12 weeks. The 
results on the remaining criteria essentially followed this same pattern. 

The Sequential Analysis. Data were collected by the cooperating hospitals and forwarded 
to the central laboratory over a period of about nine months. Each set of data consisted of 
the requested information on 6 patients, to each of whom a different treatment had been 
assigned at random. The decision to be arrived at with each pair of treatments repre- 
sented in the set was whether one drug was superior to the other or whether there was no 
important difference between them. 

Reduction in total morbidity score was selected as the best single criterion of the clinical] 
effectiveness of the drugs. In a particular pair of patients receiving different treatments, 
if the patient on drug A showed greater reduction in morbidity over the time period being 
considered than did the patient receiving the second drug, that pair of patients was scored 
a plus and plotted | unit vertically on a previously prepared graph containing a sequential 
channel. If drug B was superior, the pair was scored a minus and plotted | unit horizontally. 
The occasional ties were omitted. These plus and minus outcomes were plotted in serial 
order as data were received and evaluated, sampling being continued until the serial record 
of plus and minus pairs crossed one of the decision lines or until the number of available 
patient pairs was exhausted. 














DRUG A 
40 so] BETTER 
30 30 
20 20 
DRUG A NOT 
10 20 30 40 50 10 20 30 40 50 


Fic. 1. Sequential channel: one-sided alternative. Fic. 2. Sequential channel: two-sided alternative. 
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If the two drugs were equally effective, it would be expected that half the pairs would be 
scored plus and the other half minus; that expectancy is represented by the lower decision 
line labeled Pp in figure 1. For this case, the serial record of plus and minus pairs would 
ascend at about a 45° angle, crossing Po after perhaps 30 or 40 pairs had been evaluated. 
How soon the decision line would be crossed would depend upon the vagaries of sampling. 

An alternative hypothesis must also be specified. If drug A were superior, the members 
of the pairs receiving that drug should, on the average, show greater improvement and the 
proportion of pairs scored plus should be greater than 50 per cent. A percentage that is 
felt to be clinically meaningful has to be designated for the upper decision line. The alterna- 
tive hypothesis, labeled P, in figure 1, that 65 per cent or more of the pairs should favor 
drug A, was formulated after consulting several psychiatrists who were especially knowl- 
edgeable concerning patients’ response to drugs. Calculation of the average sample number 
necessary to reach a decision also showed that, with this value, a decision could be expected 
to be reached before the number of observational units available were exhausted. A co- 
efficient of risk of 0.05 was attached to both of these alternative hypotheses and is indicated 
as alpha and beta in figure 1. With these four values, the slope and intercept of these 
lines can be quickly calculated."! 

It has been indicated what should happen if the two treatments were equally effective. 
If drug A were superior in 100 per cent of the pairs, the serial record of plus and minus pairs 
would go straight up to cross P, after 11 pairs had been evaluated. If the superiority of 
drug A were not quite that great, it might require additional pairs, again depending upon 
the sampling. If drug B were superior in 100 per cent of the pairs, the serial line would be 
plotted horizontally and cross Py after eight pairs of patients had been evaluated. In this 
event, it would be concluded that drug A was not importantly better than drug B. Again, 
if the percentage in favor of B were less than 100 per cent, more pairs might be required to 
reach this decision. 

Using this sequential channel does not adequately provide for the contingency that drug 
B is better than drug A. Only the two decisions shown are permitted. If, however, another 
channel is superimposed on the first, as is shown in figure 2, the test is extended to include 
this additional possibility. The two lines defining the zone of no important difference should 
extend downward and to the left, although this is not shown in figure 2. If the sampling 
line of plus and minus pairs crosses both of these extended lines, the decision is that of no 
important difference. A number of instances in which such a decision was reached in this 
manner will be found in subsequent figures. The same graph shown in figure 2 served all 
of the drug comparisons. 


RESULTS 


Figures 3 through 6 present the results after one month of treatment on a fixed dosage 
schedule. Figure 3 contains five channels, one for each phenothiazine compared to pheno- 
barbital. The following decisions were reached: prochlorperazine, chlorpromazine, per- 
phenazine, and triflupromazine were better than phenobarbital in reducing morbidity; 
mepazine was not importantly different from phenobarbital. Figure 4 compares mepazine 
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Fic. 3. Five phenothiazines compared with phenobarbital after one month of treatment. 


with the four other phenothiazines. They were all better than mepazine. Figure 5 com- 
pares chlorpromazine with prochlorperazine, perphenazine, and triflupromazine. No de- 
cision was reached in the triflupromazine-chlorpromazine comparison before the cases avail- 
able for evaluations were exhausted. Although triflupromazine did have a tendency towards 
superiority at this point (59 per cent), it was not significantly better (x? = 2.84, p > 0.05). 
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Fic. 4. Mepazine (Pacatal) compared with four other phenothiazines after one month of treatment. 
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Fic. 5. Chlorpromazine (Thorazine) compared with prochlorperazine (Compazine), perphenazine (Trilafon), 
and triflupromazine (Vesprin) after one month of treatment. 
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Fic. 6. Comparison of perphenazine (Trilafon), triflupromazine (Vesprin), and prochlorperazine (Compazine) 
after one month of treatment. 
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Fic. 7. Five phenothiazines compared with phenobarbital after three months of treatment. 


The decisions reached in the other two comparisons were that neither prochlorperazine nor 
perphenazine is importantly different from chlorpromazine. Figure 6 shows the remaining 
three phenothiazines compared with each other, and in each comparison the decision was 
the same—no important difference. This completes the comparisons after one month of 
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Fic. 9. Chlorpromazine (Thorazine) compared with triflupromazine (Vesprin), perphenazine (Trilafon), and 
prochlorperazine (Compazine) after three months of treatment. 


treatment. The decisions are completely consistent with those yielded by the analysis of 
multiple covariance. 

The remaining figures deal with the three month data. The first four channels in figure 7 
yielded the same decisions as the one month data. However, mepazine, which was not im- 
portantly different from phenobarbital after one month of treatment was almost superior 
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Fic. 10. Comparison of perphenazine (Trilafon), triflupromazine (Vesprin), and prochlorperazine (Compazine) 
after three months of treatment. 
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CLINICAL TRIAL OF FIVE PHENOTHIAZINES 


TABLE | 


Total Number of Random Pairs Available for the Sequential Analysis 
and the Final Percentage Scored Positive 





After 1 month After 3 months 














Comparison Number of pairs % positive pairs © Number of pairs % positive pairs 
Chlorpromazine vs. phenobarbital 94 63 60 67 
Prochlorperazine vs. phenobarbital 96 70 67 73 
Triflupromazine vs. phenobarbital 92 64 56 80 
Perphenazine vs. phenobarbital 98 71 63 86 
Mepazine vs. phenobarbital 98 53 64 64 
Chlorpromazine vs. mepazine 96 65 69 67 
Prochlorperazine vs. mepazine 99 65 71 63 
Triflupromazine vs. mepazine 90 64 58 81 
Perphenazine vs. mepazine 98 2 63 75 
Prochlorperazine vs. chlorpromazine 96 51 65 55 
Triflupromazine vs. chlorpromazine 90 59 55 71 
Perphenazine vs. chlorpromazine 95 55 57 61 
Prochlorperazine vs. triflupromazine 90 48 61 38 
Perphenazine vs. triflupromazine 90 50 51 47 

55 


Perphenazine vs. prochlorperazine 97 57 65 





to phenobarbital after three months. The number of available pairs was exhausted at a 
critical moment in this comparison. The final proportion of pairs in favor of mepazine was 
0.64; significantly better than chance (x? = 5.06, p < 0.05). Thus, this result might be 
interpreted as being consistent with the covariance analysis, which did show mepazine to 
be superior to phenobarbital after three months. Figure 8 is similar; prochlorperazine at 
63 per cent was another near miss but significant (x? = 5.55, p < 0.05). Figure 9 contains 
the one clear inconsistency with the analysis of covariance. Triflupromazine is shown to be 
better than chlorpromazine. The final proportion of pairs in favor of triflupromazine was 
0.71. The covariance analysis did not distinguish between these two drugs, but inspection 
of the adjusted means shows that the triflupromazine group had the lowest mean morbidity 
score after treatment followed by perphenazine, chlorpromazine, prochlorperazine, mepa- 
zine, and phenobarbital, in that order. In the other two channels in this figure, perphen- 
azine approached a decision line but no decision was reached in either comparison. The 
last figure is self-explanatory. Again the serial plot almost reached a decision in favor of 
triflupromazine over prochlorperazine, but did not disagree with the covariance analysis. 

Table I presents the total number of random pairs available for the sequential analysis 
and the final percentage of them scored positive. 


DISCUSSION 


Although analysis of variance and this sequential model are quite dissimilar, in that the 
former tests the significance of the difference between adjusted means whereas the latter 
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tests the deviation from chance expectancy in the proportion of random pairs, both analyses 
led to essentially similar decisions and both analyses were relevant although they served 
different purposes. 

The sequential analysis provided a simple cumulative summary of the progress of the 
study, which was very useful for purposes of information. In marked contrast in terms of 
time to this always current graphic record, the analysis of covariance provided findings 
only after six months of sample build-up, three months of treatment, and three months of 
data preparation and analysis. Most of the decisions yielded by the sequential analysis 
were reached while some hospitals were still accumulating their complete quota of patients 
for pretesting. If sampling could have been terminated as decisions were reached, con- 
siderable economy of effort would have resulted. In this study, however, other objectives, 
such as a determination of the incidence of side effects and an evaluation of laboratory data 
in large quantity, made it desirable to complete data collection on the entire sample. 

On the other hand, analysis of covariance possesses certain advantages, the most important 
of which is that it is a more powerful statistical method than this nonparametric sequential 
model. Initial differences between groups in respect to 12 control variables were adjusted 
by covariance. This adjustment provided statistical equality of the treatment groups prior 
to treatment and reduced the error term used in evaluating mean differences. The problems 
introduced by making multiple comparisons was handled by use of a multiple range test.° 
Sequential analysis lacks both of these highly desirable advantages. 

Sequential analysis is usually recommended because it is economical in terms of the 
number of observational units, since only that number of units necessary to reach a de- 
cision is evaluated. It has already been pointed out that in this study other objectives 
made it undesirable to suspend sampling and take advantage of whatever economy the 
method has to offer. Another feature of this application of sequential analysis that reduced 
the efficiency of the method was the use of pairs of patients as the observational unit. Al- 
though some decisions were reached after evaluating a small number of patient pairs, this 
was not generally true, and in several comparisons the cases available for evaluation were 
exhausted before a decision could be reached. 

There are some alternative sequential models that may lead to more economical decisions 
but that were not adopted for use in this study because of other special requirements. One 
of these is the sequential ft test. For example, previously collected data had shown that the 
median change in morbidity score over a six week period for phenobarbital and a lactose 
placebo group was zero, and that the change scores approximated a normal distribution. 
Using the sequential t tables developed by the Bureau of Standards," it was possible to test 
whether zero would fall within or outside a one standard deviation limit for each of the drug 
groups at a specified level of confidence. Mepazine and phenobarbital were found to be 
noneffective agents by this criterion; the remaining four phenothiazines were found to be 
effective. The number of patients necessary to reach these decisions ranged from 7 to 12. 
In using this model, four values had to be designated at the outset: the two coefficients of 
risk (alpha and beta), the expected mean change of zero, and the amount of change which 
would be of interest (one standard deviation). The normative data that provided the ex- 
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pected change of zero was derived from a chronic schizophrenic sample and was not felt to be 
representative of the newly admitted patients. 

Armitage! has discussed two models applicable to patient pairs. In the case where there 
is an “all or none” therapeutic outcome, e.g., death or infection, each pair of patients is 
classified as ++, +—, —+,or — —. The ++ and — — pairs are disregarded, and the 
remaining pairs plotted in the order of their evaluation. To calculate his decision lines, it is 
necessary to specify two alternative hypotheses and their associated coefficients of risk. 
Armitage bases his alternative hypotheses on the known success rate of the control treat- 
ment and his judgment of what would constitute a meaningful increment of successes for a 
new treatment. One not-so-apparent disadvantage of this method is that the number of 
discarded pairs can be quite large, e.g., in his sample problem, a decision was reached after 
14 pairs had been evaluated but 31 additional pairs were tied and therefore disregarded. 

In the case where there is a quantitative measure of the success of treatment available for 
each member of the pair, Armitage recommends the sequential t test. The expected mean 
difference under the null hypothesis would be zero, and the alternative hypothesis can be 
set by the experimenter so as to represent a clinically important difference. This latter 
value can be determined from normative data obtained in previous investigations if they 
are available. 

A variation of these two methods has been presented by Sainsbury and Lucas,!° who used 
each patient as his own control in an evaluation of prochlorperazine in outpatients suffering 
from acute anxiety. The patients in their trial received either prochlorperazine for one 
week followed by placebo for a week, or the reverse order, determined at random. The ovt- 
comes were plotted as suggested by Armitage. 

Finally, it is worth noting that, in all of these models, the experimenter must decide what 
constitutes a clinically important difference and what degree of risk he is willing to tolerate 
in reaching his decisions. Although the latter should not be determined without careful 
thought, convention leads us to set these at 0.05 or 0.01. Defining the difference that is 
considered to be important enough to detect is more difficult. It is possible in some in- 
stances to base this definition upon previously collected data or, as Armitage suggests, to 
select a value that, if present, has a reasonable chance of being detected with the cases 
available for evaluation. As he points out,! “Eventually a compromise will be reached 
between the requirements of sensitivity in detecting small differences (which tend to increase 
the length of the trial) and those of economy (which tend to decrease the length).”’ 


SUMMARY 


An application of sequential analysis in a clinical trial of phenothiazine derivatives is 
described. The results were found to be reasonably consistent with those obtained from 
a more conventional statistical approach. Advantages and disadvantages of the method 
as well as alternative models are discussed. 


RESUMEN 


Se describe en este trabajo una aplicacién del andlisis secuencial en una prueba clinica 
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con derivados de la fenotiazina. Los resultados se hallaron razonablemente paralelos con 
los obtenidos mediante un estudio estadistico mas convencional. Se explican también las 
ventajas y desventajas del método asi como los de otros estudios. 


RESUME 


L’auteur décrit l’application du procédé dit d’analyse par la méthode des probits séquen- 
tielle ou progressive dans un essai clinique de dérivés de la phénothiazine. Les résultats 
correspondaient d’assez prés avec ceux obtenus par une méthode statistique plus courante. 
L’auteur examine les avantages et les inconvénients de cette méthode ainsi que ceux d’autres 


systemes. 
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Chlorpromazine and Electroconvulsive Therapy in 
the Treatment of Newly Hospitalized 
Schizophrenics 


Peter D. King, M.D.* 


ANAHEIM, CALIFORNIA 


Chlorpromazine and electroconvulsive therapy are both widely used in the initial treat- 
ment of newly hospitalized schizophrenics. It would seem important, therefore, to com- 
pare these two methods of treatment in order to see which is the more effective. This study 
was designed to do so. Although contemplated several years ago, it was begun at Madison 
State Hospital in October, 1958, and completed in July, 1959. In March, 1959, Langsley 
et al published a comparable, though more extensive, study.! I felt that the study presented 
here would serve to confirm or refute that of Langsley et al—perhaps offering additional 
insights. 


METHOD 


Newly admitted female schizophrenics requiring treatment were placed in one of two 
groups. The first group received electroconvulsive treatment five days a week until 20 
treatments had been given. The number of treatments was reduced to three times a week 
in patients showing severe confusion. Treatment was completed in four to five weeks, at 
which time a maintenance dosage of 300 mg. of chlorpromazine was given in tablet form 
at bedtime daily. After postelectroconvulsive treatment confusion cleared, usually in one 
to three weeks, each patient was interviewed. If recovered, or nearly so, the patient was 
transferred to the convalescent ward and her maintenance dosage of chlorpromazine con- 
tinued. If not recovered, the patient was given 300 to 400 mg. of chlorpromazine three 
times a day for one month and then evaluated again. 

The second group was given chlorpromazine in rapidly increasing doses, with each patient 
receiving a maximum of 300 to 400 mg. three times a day by the fifth to the seventh day. 
This maximum was continued for one month, when the patient was interviewed. If re- 
covered, or nearly so, the dosage of chlorpromazine was reduced to a maintenance dosage 
of 300 mg. in tablet form at bedtime daily. If improvement was maintained, the patient 
was transferred to the convalescent ward. If she had not recovered or if improvement 
was not maintained, then the patient was given electroconvulsive therapy and treated in 
the same way as those who were started on electroconvulsive therapy initially. 

Diagnosis of the patients was made at a staff meeting within two to nine days after ad- 
mission. Following this, treatment was started. All diagnoses were reviewed two to three 





* 207% South Claudina Street, Anaheim, Calif.; formerly Clinical Director and Director of Research, 
Madison State Hospital, Madison, Ind. 
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weeks after admission at another staff meeting. The patients were assigned alternately to 
the electroconvulsive and drug treatment groups. 

Treatment was given by me on the female treatment ward. Convalescence and release 
were handled, with a few exceptions, by other physicians on other wards—in most instances 
the female convalescent ward. Treatment was begun on admission, and those patients 
who seemed to have recovered were released after several trial visits at home. During their 
hospital stay, all the patients were offered opportunities for recreation, working assign- 
ments, and occupational therapy. About the same number in each group received group 
therapy from the physician on the convalescent ward. 


RESULTS 


There were 84 patients in the study, with 42 in each of the two treatment groups. Twenty- 
seven had been hospitalized at Madison State Hospital before. All were diagnosed as 
schizophrenic, each type being divided between the two treatment groups as shown in 
table I. There was no significant difference in average age between the two groups, the 
arithmetic mean being 37 years. 

In the electroconvulsive therapy group, 28 patients have left the hospital, of whom 23 
were doing as well as could be expected when last seen in the outpatient clinic. Of the 28, 
all but 2 have continued taking a maintenance dosage of chlorpromazine, and these 2 seem 
to be doing well without it. Five of the 28 are making a fair adjustment, 3 with supervision 
and 2 with supportive therapy in the outpatient clinic. Nineteen of the 28 received only 
electroconvulsive therapy followed by a maintenance dosage of chlorpromazine. Six re- 
quired large dosages of chlorpromazine, and 3 required at least 20 more electroconvulsive 
treatments. 

In the chlorpromazine group, 28 patients have also left the hospital, of whom 23 were 
also doing as well as could be expected when last seen in the outpatient clinic. Of the 28, 
all but 3 continued to take a maintenance dosage of chlorpromazine. The 3 who did not 
had left the hospital before it was advised, although they had shown considerable improve- 
ment. These 3, and 2 others who required some supervision at home, were felt to be making 


TABLE I 


Classification of Patients Treated, by Group 





Electroconvulsive therapy | Chlorpromazine 





Paranoid 19 17 
Chronic undifferentiated* 13 17 
Schizoaffective 5 4 
Catatonic 2 2 
Acute undifferentiated 1 2 
Hebephrenic 2 





* Includes 3 “pseudoneurotic™ patients, 1 in the electroconvulsive therapy and 2 in the chlorpromazine 
group. 
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a fair adjustment. Twenty-two of the 28 received no other treatment, but 6 required 
electroconvulsive therapy. 

The average time in the hospital of the 28 released patients who were assigned to the 
electroconvulsive therapy group was 106 + 48.1 days; for the 28 assigned to the drug group, 
it was 88 + 57.5 days. The difference of 18 days is not significant ({ = 1.23). However, 
the 19 electroconvulsive therapy patients and 22 chlorpromazine patients who got only one 
type of treatment followed by a maintenance dosage of chlorpromazine were in the hospital 
90.7 + 33.3 and 66.2 + 31.3 days, respectively, before their final release. This 24.5 day 
difference is significant (t = 2.36, p < 0.05). Supporting this difference was the fact that 
3 electroconvulsive therapy patients and 11 chlorpromazine patients were released within 
60 days. This difference is also significant (p = 0.022). 

Skin reactions to chlorpromazine were the only complications seen. If the drug was 
stopped until the rash cleared, it could usually be readministered without difficulty. One 
63 year old patient died 3 months after electroconvulsive therapy, but the death was not 
felt to be due to either electroconvulsive therapy or chlorpromazine. 

No released patient in either group had returned to the hospital 11 months after the 
study began. 


DISCUSSION 


Primary treatment of schizophrenia with chlorpromazine resulted in 18 fewer days of 
hospitalization and significantly more remissions within 60 days. This finding is an im- 
portant one from an economic standpoint. Not only does it offer some relief to hospital 
crowding, but it means quicker return to families and jobs in many cases. Our findings 
support those of Langsley et al' who also observed a quicker recovery with chlorpromazine. 

However, electroconvulsive therapy and chlorpromazine gave a comparable number of 
remissions. This finding suggests that electroconvulsive therapy should be used where 
chlorpromazine fails. Indeed, 6 of the patients in the chlorpromazine group recovered 
only after 20 electroconvulsive treatments were given, and 3 patients in the electroconvulsive 
therapy group required 20 or more additional electroconvulsive treatments before showing 
remission. Lesse? has also shown the importance of using electroconvulsive therapy where 
chlorpromazine or other drug treatment has failed. 

Patients on chlorpromazine seem to have a much better chance of maintaining remission 
than those who are not.’:* I have repeatedly seen patients relapse several weeks after 
stopping the drug and recover when they take it again. These were the reasons that all 
patients in this study were given a maintenance dosage of chlorpromazine. 

Also, I have repeatedly changed the time and form of the maintenance dosage of chlor- 
promazine, and have found the patient best satisfied when given tablets at bedtime. Conse- 
quently, I now give all maintenance dosage in this way. For some reason the drug makes 
the patient drowsy for several hours after it is taken. Although this soporific effect wears 
off in several hours, the ataractic effect is present for several days.° Thus an otherwise 
undesirable effect can be used to advantage: by taking the tablet before going to bed, the 
patient gets the full soporific effect at the appropriate time. Not only does this method 
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furnish bedtime sedation, but it leaves the patient more alert the next day. Sustained 
release capsules taken at bedtime often keep the patient drowsy most of the next day. 
Moreover, tablets are less expensive for the hospital and would be less expensive for the 
patient, too, if tablets of larger dosage were available in retail pharmacies. 

It may be concluded that the first treatment of the newly hospitalized schizophrenic is 
preferably 900 to 1200 mg. or more of chlorpromazine daily for one month. If the patient 
has not recovered or improved markedly by this time, electroconvulsive therapy should be 
given. If 20 electroconvulsive treatments fail to bring about remission, 20 more should be 
given, followed by a maintenance dosage of 200 to 400 mg. of chlorpromazine daily. A 
suitable therapeutic milieu, including intelligent care, activities, and counseling, is probably 
also necessary in all cases. All patients should be encouraged to continue the maintenance 
dosage of chlorpromazine after release. Perhaps other ataraxics will prove more effective 
than chlorpromazine, but we must await carefully controlled studies before we use them. 


RESUMEN 


Dos grupos de 42 pacientes cada uno, formados por mujeres esquizofrénicas rehospitali- 
zadas por requerir un tratamiento somatico, fueron tratadas alternativamente con terapia 
electroconvulsiva o cloropromazina (alrededor de 1000 mg. al dia). Si la paciente después 
de un mes de tratamiento no respondia a él, se la sometia a la otra forma de terapia. Todas 
las enfermas siguieron recibiendo cloropromazina en dosis de mantenimiento, después del 
tratamiento. De cada grupo de 42 pacientes, 28 mejoraron y fueron dadas de alta. El 
tratamiento inicial con cloropromazina produjo, significativamente, una mejoria mds rdpida. 
Once pacientes tratadas con cloropromazina y 3 con electroshock fueron dadas de alta dentro 
de 60 dias. Por ello, el autor recomienda la cloropromazina como tratamiento inicial en 
esquizofrénicos que requieran tratamiento somatico. Los enfermos que no respondan dentro 
de un mes deben recibir 20 6 mds tratamientos electroconvulsivos. También recomienda 
la terapia de mantenimiento con cloropromazina a continuacién del tratamiento inicial. 


RESUME 


Deux groupes de 42 sujets chacun, composés de schizophrénes du sexe féminin récemment 
hospitalisées et nécessitant un traitement somatique, ont été traités alternativement par la 
méthode électroconvulsivante et par l’administration de chlorpromazine (environ 1000 mg 
par jour). Tout sujet n’ayant pas répondu au bout d’un mois a l’une des formes de traite- 
ment s’est vu appliquer l’autre forme. Apres le traitement, tous les sujets ont recu de la 
chlorpromazine a la dose d’entretien. Dans chaque groupe de 42 sujets, 28 se sont rétablis 
et ont recu leur exeat; cependant, le rétablissement de ceux ayant regu la chlorpromazine 
comme traitement initial s’est produit avec une rapidité significativement supérieure. Onze 
des sujets traités initialement avec la chlorpromazine et trois des sujets traités par la méthode 
électro-convulsivante ont recu leur exeat dans les 60 jours. L’auteur recommande en con- 
séquence la chlorpromazine comme traitement initial des schizophrénes nécessitant un 
traitement somatique. Lorsque le sujet ne réagit pas nettement dans un délai d’un mois, il 
convient de lui administrer 20 traitements anti-convulsivants ou plus. L’auteur recom- 
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mande également de continuer |’administration de la chlorpromazine, a la dose d’entretien, 
apres le traitement initial. 
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Treatment of the Anxious Patient in 
General Office Practice 


Samuel R. Splitter, M.D. 


HEMPSTEAD, NEW YORK 


Many patients who visit a doctor’s office are suffering from emotional disorders though 
they complain of organic symptoms. These emotional problems are frequently diagnosed 
and treated as anxiety. Frequently, however, the anxiety symptoms hide the more serious 
complaint, depression. When sleeplessness, sadness, self-recrimination, and diffuse concerns 
are among a patient’s complaints, the doctor should immediately think of depression. How- 
ever, the diagnosis of depression can be very difficult because organic complaints are so 
often associated with it or “depression alternates with a physical illness.’ 

Despite these difficulties, progress is being made in both our understanding and our treat- 
ment of the depressed patient. The concept of this patient as “‘browbeaten by retroflexed 
rage’’’ has been confirmed by the biochemical studies of Funkenstein and his collaborators.* 
Monoaminooxidase inhibitors have been found to relieve severe depression; it is thought 
that this may be related to a change in norepinephrine or serotonin in the brain.? Alexander* 
found that electroencephalographic and psychogalvanic responses of depressed patients to 
conditioned reflexes may be different from those of normals. He also found that drugs 
tending to restore the normal pattern of response are of value in clinical therapy.' 

Alexander’s findings are of particular significance to physicians caring for depressed pa- 
tients. Some physicians have recommended psychotherapy alone. Others have used heavy 
barbiturate sedation that sometimes left the patient so drowsy that the treatment was 
worse than the disorder. Ataraxics such as meprobamate have been used, but they fre- 
quently reduce the anxiety without influencing the depression. The desirable treatment is 
one that will relieve both the anxiety and the depression, thus leaving the patient amenable 
to supportive therapy. 

In his study of conditioned responses, Alexander discovered that meprobamate was useful 
in attacking the anxiety symptoms, and that benactyzine hydrochloride successfully alle- 
viated those of depression. Since these two agents have now been combined into a single 
tablet,* it was decided to try this medication on a series of patients in whom depression 
was a major symptom or an underlying cause. 


METHODS 


The 84 patients treated in this study came to a private office complaining of various 
symptoms that, eventually, were shown to have arisen from emotional problems. They all 





From the Hempstead Medical Center, Hempstead, N. Y. 
*The trade name of Wallace Laboratories for this preparation is Deprol. 
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exhibited a loss of interest in life, self-reproach, and worry. They complained that they had 
insomnia, that they were as tired when they got up as when they went to bed, or that they 
could not sit still. Many of them spoke of changed eating habits, of a decrease in sexual 
activities, of irritability in social intercourse, and of other symptoms that were clearly 
emotional in orgin. They were not well enough tocontinue their normal activity, but they 
were ambulatory, not hospital patients. 

Thirty-seven of the patients were male and 47 were female; their ages ranged from 25 to 
72, with an average of 48 (see table | for the age distribution). In addition to the emotional 
symptoms described, 24 patients complained of menopausal symptoms, 6 suffered from 
post-traumatic anxiety, 6 had gastrointestinal complaints, 5 were hypertensive, and the 
remaining 43 presented one or more of 28 different conditions. 

Each patient was given a general medical examination, with clinical and laboratory tests, 
to identify or eliminate somatic illnesses. He then participated in a 40 minute psycho- 
dynamic interview in which he was encouraged to discuss both internal and external situa- 
tions that might be giving him difficulty. The aim of this discussion was to make the patient 
aware of his underlying subjective feelings, which promoted or reflected his difficulties. He 
was discouraged from discussing his somatic symptoms, but was helped to find the dynamic 
forces underlying his problems. 

Following this discussion, each patient was given a two week supply of meprobamate- 
benactyzine hydrochloride (based on a dosage of from four to six tablets a day). Most of 
the patients were given no other medication unless they needed it for critical ailments such 
as Parkinson’s disease or diabetes. Each was told to return in one or two weeks for further 
psychotherapy. As the patient showed lessening of depressive symptoms, the interval be- 
tween the office visits was lengthened and the dosage of meprobamate-benactyzine hydro- 
chloride was decreased. Patients who were under treatment for more than six weeks were 
given additional laboratory tests, including blood studies. 

In order that the progress of the patient could be evaluated, a study of the individual 
symptoms of anxiety and depression was made during each visit, and a numerical “score” 
was entered on a rating form. Each symptom was rated on a 0 to 4+ scale, with 4+ 
indicating that the symptom existed to a most disturbing degree, but not to the extent that 


TABLE | 


Age Distribution of 84 Patients 








Years Male Female Total 
25-34 2 | 9 
35-44 7 14 21 
45-54 15 17 32 
55-64 11 6 17 
65-74 z 3 5 
Total 37 47 84 
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TABLE II 


Response to Meprobamate-Benactyzine Hydrochloride Treatment According to Diagnosis 





Final response 








Major diagnosis Excellent Good Fair Poor Total 

Menopausal syndrome 17 0 0 0 17 
Depressive state 21 3 3 | 28 
Anxiety 16 1 1 0 18 
Post-traumatic neurosis 0 2 1 1 4 
Alcoholism with depression 3 0 1 1 5 
Parkinson's disease 1 0 0 0 1 
Involutional melancholia 2 1 0 1 - 
Coronary insufficiency 1 0 0 0 1 
Obesity with depression 2 0 0 0 2 
Psoriatic arthritis and depression 1 0 0 0 1 
Post-colostomy symptoms 1 0 0 0 1 
Cholecystopathy with depression 0 1 0 0 1 
Osteoarthritis with depression 0 1 0 0 1 

Total 65 (77.3%) 9(10.7%)  6(7.1%) 4 (4.9%) 84 





the patient needed to be hospitalized. A 3+ rating was given if the symptom appeared 
to a marked degree, and a 2+ indicated that the symptom was clearly present. One plus 
was given to a minimal symptom that did not interfere with the patient’s normal func- 
tioning. 

The patient’s over-all response during the course of the treatment was also evaluated after 
four to six weeks. An excellent response was one in which the patient was practically symp- 
tom-free, with no ratings over 1+, in four weeks or less. If no rating was above 1+ at 
the end of six weeks, the response was considered to be good. If the symptoms had lessened 
in six weeks, but still were present to a disturbing degree, the response was rated as fair. 
A poor rating was assigned to those patients who did not respond appreciably to treatment 
in six weeks. 


RESULTS 


In all except 4 patients the symptoms of depression and anxiety lessened markedly or 
disappeared with the combination of psychotherapy and treatment with meprobamate- 
benactyzine hydrochloride. The responses of 74 of the patients (88 per cent) were rated as 
good or excellent. Table II shows the final responses of the patients according to major 
diagnosis. From this table it can be seen that the majority of the patients (63) were suffer- 
ing from either menopausal syndrome, depression, or anxiety. Of these, 54 had an excellent 
response to the therapy. 

To demonstrate the progress of the whole group, the weekly ratings for each of the symp- 
toms shown by each patient were averaged (see table III). The results of this therapy are 
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shown dramatically in the average scores for insomnia, worry, and fatigue, symptoms that 
were prominent among the complaints of all the patients. For insomnia, the figure dropped 
from 3.7 to 0.1 in four weeks; for worry, from 3.8 to 0.2 in eight weeks; and for fatigue, from 
3.7 to 0.1 in eight weeks. The scores for the other symptoms diminished similarly. 

Eleven patients complained of dry mouth after two weeks on the medication, and 8 ex- 
perienced drowsiness; however, these side effects disappeared after the dosage had been ad- 
justed. The patients reported no other untoward reactions. 

The dosage decreased rapidly as the depression lessened. Within two to eight weeks, all 
except the 4 patients mentioned were able to return to their normal activities even though 
some symptoms still remained to a slight degree. 

The following case histories are representative of the patients in this study. 


Case 1. In her first interview, Mrs. L., a 54 year old married woman with a long history of various dis- 
abling symptoms, complained of general nervousness, fatigue, dizziness, headaches, and nausea. A physical 
examination and a laboratory report showed no deviation from normal. She showed anxiety over her symptoms 
and spoke of insomnia, worrying, slowing down, and crying. (She cried often during the interview.) Ques- 
tioning revealed that she had a husband, with whom she was living, and two children. There was no apparent 
conflict at home. She had been under treatment at various times for the last 10 years; the treatments had 
included electroshock treatments, hormones, vitamins, barbiturates, chlorpromazine, hydroxyzines, prochlor- 
perazine, and d-amphetamine, none of which caused any apparent improvement. 


TABLE IiIl 


Averages of Symptom Ratings and Evaluation for All Patients 
Taking Meprobamate-Benactyzine Hydrochloride* 











Week of examination No. of 
Before cases with 
medication 2 4 6 8 symptom 
Dosage, tablets per day — 4.2 4.1 3.8 3.2 
Symptom: 
Sadness or mood depression 3.5 1.9 0.8 0.5 0.2 80 
Psychomotor inhibition or 
“slowing down” 3.7 1.9 0.7 0.3 0.1 84 
Loss of interest in life 3.2 1.3 0.5 0.3 0.1 83 
Self-reproach 2.6 1.0 0.3 0.2 0.04 53 
Crying 2.2 0.7 0.2 0.1 0.02 43 
Pain 2.3 0.9 0.3 0.2 0.1 33 
Sleeplessness, insomnia I 4 0.9 0.1 0.1 0.1 84 
Worry and diffuse concern 3.8 2.0 0.8 0.5 0.2 84 
Fatigue, lack of energy 3:7 8 0.8 0.4 0.1 84 
Appetite loss 2,3 0.8 0.4 0.3 0.1 47 
Agitation, anxiety 33 1.8 0.8 0.5 0.2 81 
Side effects: 
Drowsiness 1.0 0.0 0.0 0.0 11 
Dry-mouth 1.0 0.0 0.0 0.0 





* Final results: excellent, 65 (77.3 per cent); good, 9 (10.7 per cent); fair, 7 (8.4 per cent); poor, 3 (3.6 per 
cent). 
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The diagnosis was involutional melancholia; psychotherapy with a daily dosage of four meprobamate-ben- 
actyzine hydrochloride tablets was begun. After two weeks, the patient showed dramatic improvement; after 
four weeks, she was almost well; and she was discharged after eight weeks. During her period of treatment, 
as her symptoms of depression and anxiety lessened, she was able to benefit from the psychotherapy. As her 
somatic complaints lessened, she was able to gain insight into her emotional problems. The improvement 
showed in her elevated mood and the disappearance of weeping spells, her return to a normal sleep pattern, 
and her greater sociability with increased interest. 


Case2. Mr. F., a 48 year old married man, had had a long history of various conditions for which medical 
treatment was necessary: gastrointestinal disturbances, pain and disability in the extremities, and headaches. 
In 1956, after a cerebral hemorrhage, he was operated on for a congenital aneurysm of the internal left carotid 
artery. In the last few years, he had been greatly disturbed and depressed and complained of many symptoms, 
partially attributing them to his “brain operation.’ During this period, he was treated with various sedatives 
such as barbiturates, chlorpromazine, hydroxyzine, prochlorperazine, and d-amphetamine sulfate with no re- 
markable improvement. 

Both a physical examination and a laboratory report showed no deviation from normal, and a roentgenogram 
of the lumbosacral spine was negative. During a psychological interview, the patient was depressed and his 
face was masklike. He did not talk freely, though he did admit insomnia, fatigue, some involuntary crying, 
and agitation under stress on the job or at home, where he lived with his wife and two children. As a result 
of these examinations, the impression was that the patient was suffering from a depressive state with melan- 
cholia, whether postsurgical or involutionary. , 

Four meprobamate-benactyzine hydrochloride tablets a day were prescribed, and the patient received inter- 
mittent psychotherapy throughout the period of treatment. In two weeks he had improved visibly. The 
weeping spells had disappeared, and the hypochondria had diminished. His sleeping pattern had returned to 
normal, his sociability increased, his anger reactions lessened, and his functioning improved at home and at 
work. Since this patient was never able to gain insight in his emotional problems, the improvement must be 
attributed to the drug. 

After eight weeks, the patient declared that he felt as good as he ever had, even before the operation. The 
dosage was reduced, and treatment continued for 16 weeks, when he was discharged as well. He continues to 
take one or two meprobamate-benactyzine hydrochloride tablets when he feels that he needs them even though 
he dislikes taking medication. 


In these two cases, after progress had been made with meprobamate-benactyzine hydro- 
chloride and psychotherapy, not only did the symptoms of depression disappear but also 
the somatic complaints, without specific treatment of them. 


DISCUSSION 


The average physician confronted with patients whose symptoms dissolve after thorough 
examination and testing will tell the patient that there is nothing wrong with him and that 
he should stop worrying. This does not help the patient get rid of his symptoms. The suffer- 
ing of these patients is just as real as that of any so-called “sufferer from organic ills.” 
The physician is not justified, either theoretically or practically, in making an arbitrary 
division between physical and emotional difficulties. Patients can be treated success- 
fully only if the physician determines the causes of their ills, whether physica] or emotional, 
and, even if the Jatter, treats them accordingly. 

The patients observed in this test were in need of immediate psychosomatic treatment. 
Had they continued without treatment, they probably would have been hospitalized. How- 
ever, with the combination of psychotherapy and meprobamate-benactyzine hydrochloride 
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TABLE IV 


Results of Treatment with Prochlorperazine 








Number of cases Response 

8 Treatment successful and concluded 
after 10 weeks 

16 Treatment abandoned because of side 
effects 

10 Treatment abandoned because of slow 
progress 

4 Treatment interrupted by patient after 


fair improvement 





treatment described, they avoided hospitalization and were soon able to lead normal, active 
lives. They thus had a minimum financial outlay and were not subjected to the possible 
physical risk of electroshock or to the side effects of other methods of treatment. 

This was not a double-blind study because the author believes that the administration of 
placebos to private patients is questionable on both ethical and legal grounds. However, 
62 of the 84 patients used in this study had been receiving other medication before they 
were given meprobamate-benactyzine hydrochloride. None had responded to previous 
treatment, but all had from good to excellent response from meprobamate-benactyzine hy- 
drochloride. 

The superiority of meprobamate-benactyzine hydrochloride is also shown in another study® 
made by the author in which another drug, prochlorperazine, was used with supportive 
psychotherapy on 38 patients who presented similar depressive symptoms. The group 
of patients who were given prochlorperazine ranged from 31 to 65 years of age and was 
composed of 18 men and 20 women. As shown in table IV, the treatment had to be dis- 
continued in 16 cases (42 per cent) because of side effects and in 10 cases (26 per cent) 
because the progress was too slow. Four patients (11 per cent) interrupted the treatment 
after fair improvement. Only 8 patients (21 per cent) reacted successfully. The combined 
psychotherapy and meprobamate-benactyzine hydrochloride treatment, when compared 
with treatment with combined psychotherapy and prochlorperazine, or with other medica- 
tion that had been given to these patients before, seems to be superior. 


SUMMARY 


Eighty-four patients showing marked symptoms of anxiety with depression superimposed 
on somatic disorders were treated with psychotherapy and a medication that contained 
meprobamate and benactyzine hydrochloride. The responses of 74 (88 per cent) were rated 
as good or excellent, that is, the patients were able to return to normal activities in six 
weeks or less. Sixty-two of these 74 patients who had a good or excellent response to mepro- 
bamate-benactyzine hydrochloride had failed to respond to earlier treatment with other 
drugs. Only 4 patients failed to respond to the treatment. Eleven patients complained of 
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dry mouth and 8 of drowsiness, but these symptoms disappeared when the dosage was 
adjusted. There were no other side reactions. 

The most significant result was that the drug rendered the patients amenable to psycho- 
therapy. Before treatment, many of them either did not talk at all or talked only of their 
somatic symptoms. After several weeks of meprobamate-benactyzine hydrochloride treat- 
ment, their pain and discomfort disappeared and they were able to concentrate on the 
psychotherapeutic conversations. 

In another study made by the author, 38 patients with depression symptoms were treated 
with combined psychotherapy and prochlorperazine. Of these, only 8 patients (21 per cent) 
showed favorable responses. A comparison of these results with those of the combined 
psychotherapy and meprobamate-benactyzine hydrochloride treatment would seem to 
indicate that the latter is a superior therapy. 
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The combination of meprobamate and benactyzine hydrochloride used in this study was 
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RESUMEN 


Se trataron 84 pacientes que mostraban claros sintomas de ansiedad con depresién super- 
impuesta sobre trastornos somaticos, con psicoterapia y una medicacién que contenia 
meprobamato y clorhidrato de benactizina. La respuesta de 74 pacientes (88 por ciento) se 
clasific6 como buena o excelente, esto es, los enfermos pudieron volver a sus actividades 
normales en seis semanas 0 menos. De los 74 pacientes, 62 no habian respondido a un 
tratamiento anterior con otras drogas. Sdlo 4 pacientes no respondieron a este tratamiento. 
Once se quejaron de sequedad de la boca y 8 de somnolencia; estos sintomas desaparecieron 
una vez ajustada la dosis. No se observaron otras reacciones secundarias. El hecho mas 
significativo fue que la medicacidn facilité la psicoterapia. En otro estudio hecho por este 
autor, se trataron con psicoterapia y proclorperazina, 38 pacientes con sintomas de de- 
presién. De ellos, sdlo 8 (21 por ciento) respondieron favorablemente. Una comparacién 
de estos resultados con los obtenidos con psicoterapia y meprobamato-clorhidrato de benac- 
tizina parece indicar que la ultima constituye una terapia superior. 


RESUME 


Quatre-vingt-quatre sujets présentant des symptémes marqués d’anxiété avec dépression 
venant s’ajouter a des troubles somatiques ont été traités par la psychothérapie et un médi- 
cament 4 base de méprobamate et de chlorhydrate de bénactyzine. La résponse de 74 sujets 
(88 pour cent) a été jugée bonne ou excellente, par la fait que ces sujets ont été capables de 
reprendre leurs occupations normales apres un délai de six semaines. Parmi ces 74 sujets, 
62 n’avaient pas répondu 4a un traitement antérieur par d’autres médicaments. Quatre 
sujets seulement n’ont pas répondu au traitement. Onze sujets se sont plaint de sécheresse 
buccale et 8 de somnolence, mais ces symptémes ont disparu apres ajustement de la pos- 
ologie. Aucun autre effet secondaire ne s’est manifesté. L’effet le plus important de ce 
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médicament a été de rendre les sujets dociles 4 la psychothérapie. Dans une autre étude 
du méme auteur, 38 sujets présentant des symptémes de dépression ont été traités par la 
psychothérapie et l’administration de prochlorpérazine. Parmi ceux-ci, 8 seulement (21 
pour cent) ont manifesté une réponse favorable. La comparaison de ces résultats avec 
ceux obtenus avec la psychothérapie associée 4 |’administration de méprobamate et de 
chlorhydrate de bénactyzine semble indiquer que cette derni¢re méthode thérapeutique est 
supérieure. 
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Comprehensive Psychiatry Issued 


We are glad to welcome the appearance of a new periodical: volume 1, number 1, of 
Comprehensive Psychiatry, published by Grune & Stratton, is at hand. The editor is Dr. 
Fritz Freyhan, who needs no introduction in psychiatric circles. He is assisted by an 
editorial board and an international advisory board, both of which include outstanding 
names. The aim of the periodical is ‘‘to establish a truly cosmopolitan orientation in 
psychiatry.” 

The Journal of Clinical and Experimental Psychopathology & Quarterly Review of Psy- 
chiatry and Neurology extends its best wishes to the new journal and its editor. 
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Anxiety in Electroshock Therapy: The Role of 
Meprobamate 


W. A. Mitchell, M.D.,* Walter Fox, M.D.,+ and Harold Funke, M.D.{ 


LAKELAND, KENTUCKY 


Anxiety and fear of death have long been associated with electroconvulsive therapy.’* 
Such reactions occur despite medical staff efforts to allay, through words and acts, the 
excitement and tension preceding electroshock therapy. Consequently, barbiturates and/or 
muscle relaxants have been prescribed as pretreatment medication.?~!  Electroshock therapy 
at Central State Hospital in Lakeland includes experience with both these classes of agents 
and other drugs. Of the barbiturates, only short-acting compounds have proved suitable; 
others prolong unduly the post-treatment recovery time. Phenothiazine derivatives and 
rauwolfian alkaloids also have been considered for pre-electroshock treatment medication 
and rejected.” Both classes of drugs, in our experience and that of others,®-* are contra- 
indicated because of such hazardous potentials as hypotension, extrapyramidal hyperactivity, 
and increased likelihood of spontaneous epileptiform activity.’: ° 

Meprobamate is a propanediol dicarbamate derivative with an extraordinarily low level 
of toxicity.'° It has found widespread clinical use for symptomatic treatment of anxiety,’: " 
neuroses,” and psychoses."-!© Recent work by Smigei!'® distinguishes between anxiety 
and fear and notes that both conditions are assuaged and sometimes entirely relieved by 
meprobamate. Although meprobamate’s pharmacologic properties are well known, its 
precise site of activity remains obscure. Most evidence points toward a selective blocking 
of interneuronal impulses.'° Drowsiness is the only side effect encountered with any con- 
sistency.’: 1” 

Thal'* has reported relief of anxiety in patients treated with meprobamate before electro- 
shock therapy. Retracing the work of Thal in a preliminary trial, we selected 7 patients 
who received 400 mg. of meprobamate two hours before each electroshock treatment ex- 
perience. Dosage regimen was found compatible with hospital routine. Trial results were 
encouraging, and no side effects were noted. Accordingly, a controlled double-blind study 
was initiated in acute and chronic schizophrenic patients undergoing electroshock treatment. 


SELECTION OF SUBJECTS 


A test group of 60 subjects was picked from the treatment ward of about 160 hospitalized 
patients for whom electroshock therapy had been prescribed. Newly admitted schizo- 
phrenic patients were preferred. About 80 per cent of those selected had never received 
electroshock therapy previously. Knowledge among newly admitted subjects concerning 





* Director of Community Services, Kentucky State Department of Mental Health, Louisville, Ky.; formerly 
Resident in Psychiatry, Central State Hospital, Lakeland, Ky. 

+ Superintendent, Central State Hospital, Lakeland, Ky. 
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electroshock therapy and its effects came only through information relayed by other patients. 
Those selected were unaware of the experiment beyond its “research’’ nature. The subjects 
were assigned randomly to a meprobamate or a placebo group (see table 1). The standard 
course of therapy consisted of 12 treatments, three per week. However, some patients 
exhibited dramatic improvement after only two treatments and received no more. Others 
underwent up to 30 treatments, where progressive improvement short of recovery en- 
couraged continuance. Because of the multiplicity of data recorded, only 15 patients from 
the test group could be processed on each treatment day. The test period lasted about 
five months. 


MEDICATION 


The medication was dispensed from individual, coded bottles, one for each patient. The 
drug and placebo were both compressed tablets identical in size, weight, and color. The 
drug tablets each contained 400 mg. of meprobamate, and the placebo tablets were lactose. 
The double-blind code was devised by a physician not directly involved in the project, and 
only he possessed the key. At the end of each treatment day, case records were sealed and 
placed in a safe. Each patient received two tablets (800 mg. of meprobamate or its placebo 
equivalent) 120 minutes before electroshock therapy. The medication was swallowed in 
the presence of a staff member. Data recorded at this time and at 30 minute intervals 
thereafter included physiologic phenomena, behavioral traits, and certain psychological 
findings. Table II details the full treatment protocol. 


TABLE I 
Study Conditions Among 60 Depressed Patients Receiving Electroshock Therapy 





Pretreated with Pretreated with 
meprobamate, 800 mg. placebo 
Male Female Male Female Total 
Diagnosis 
Schizophrenic reaction 18 7 10 18 53 
Paranoid state 1 1 
Mental deficiency with psychosis 1 1 2 
Manic depressive, depressed 2 2 
Involute depression 1 1 
Chronic brain syndrome 1 1 
Total number of patients 20 9 11 20 60 
Age 
Range, years 20-57 16-63 16-45 26-72 
Average, years 37.9 41.7 30.0 44.6 
Electroshock therapy sessions, number 257 103 148 244 752 
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TABLE II 


Protocol of Electroshock Therapy Premedication and Treatment 











Time, min.* 
120 90 60 30 0 

800 mg. 1.2 mg. 250 mg. Treatment: 
Thiamylal Medcraft 

Meprobamate Atropine sodium, 20 mg. Model TCL 

or placebo sulfate, succinylcholine electroshock 

intramuscular chloride, therapy machine 
both intravenous 
Location Ward Pretreatment room Treatment room Recovery room 





* Records were taken at 120, 90, 60, and 30 minutes before treatment, and immediately before and after 
treatment. 


PHYSIOLOGIC MEASUREMENTS AND OBSERVATIONS 


By comparing physiologic findings between groups pretreated with meprobamate and 
with placebo, it was hoped to: (1) Ascertain the effect of meprobamate on blood pressure 
and pulse rate of patients anticipating electroshock therapy, (2) confirm observations by 
Perrin and Altschule'’ on the reaction of schizophrenics to stress situations, and (3) develop 
a correlation between physiological, behavioral, and psychological response to stress among 
schizophrenics. 

Technique. Blood pressure and pulse rate were recorded at time of drug intake, and 
30, 60, 90, and 120 minutes later. Final readings were taken immediately after completion 
of electroshock therapy and before removal of the patient to the recovery room. Physiologic 
records were obtained with patients sitting erect after a normal ambulatory morning. No 
effort was made to correct readings for influence of the drug on skeletal muscles. In essence, 
findings were spot checks on each patient’s autonomic motility. Measurements obtained 
at the time of drug intake each morning before the electroshock treatment session were 
averaged. These averaged values were accepted as base line readings for individual patients. 
At each electroshock treatment session in each individual patient, differences were recorded 
between base line readings and those obtained at successive 30 minute intervals. The 
differences were averaged for each patient, and were taken to fairly represent, in that indi- 
vidual, magnitude of anxiety or fear translated into somatic response. Results for male 
and female groups were tabulated separately. 

Data representing average physiologic response for individual patients in the meprobamate 
group were evaluated statistically with data from the placebo group, using the student’s 
t test for comparison of unpaired responses.?° Significance of difference in response was 
calculated at time of drug intake, and at 60, 90, and 120 minutes thereafter. 

Response. No complications attributable to use of meprobamate were noted. Daily 


! 
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pulse rate and blood pressure readings varied widely from patient to patient. Nonetheless, 
statistical analysis of physiologic findings brought out certain points. Our results support 
other published reports'*-": *! that meprobamate exerts relatively little influence on blood 
pressure (see table III). Meprobamate-treated patients tended toward slightly lower 


TABLE III 


Effect of Meprobamate on Certain Autonomic Functions 




















Meprobamate group Placebo group 
Sex ene a a a a es 
Time interval Meanrate Change Meanrate Change Difference Standarderror t value 
Pulse Rate 
Men 
At drug intake 93.1 89.1 
After 60 min. 98.8 $7 100.9 11.8 6.1 1.8 34 
After 90 min. 105.6 12.5 105.9 16.8 4.3 7 4.3* 
: After 120 min. 108.1 15.0 107.3 18.2 3.2 2.5 1.3 
Women 
At drug intake 87.0 92.0 
After 60 min. 98.6 11.6 100.2 8.2 3.4 2.3 1.5 
After 90 min 94.0 7.0 100.4 8.4 1.4 2.2 0.6 
After 120 min 93.3 6.3 104.4 12.4 6.1 2.6 2.37 
Systolic Blood Pressure, mm. of mercury 
Men 
At drug intake 117.6 109.3 
After 60 min. 119.0 1.4 113.8 4.5 3.1 1.4 2.37 
After 90 min. 118.8 ‘:3 114.1 4.8 3.6 1.7 2.17 
Women 
At drug intake 115.0 109.0 
) After 60 min. 114.2 —0.8 115.5 6.5 7.3 1.7 4.3" 
| After 90 min 110.6 —4.4 114.1 ~ 9.5 2.1 4.7* 
Diastolic Blood Pressure, mm. of mercury 
Men 
At drug intake 76.3 70.3 
After 60 min. 76.0 —0.3 73.4 3.1 3.4 1.0 3.2” 
} After 90 min. 77.0 0.7 73.6 3.3 2.6 is 2.0T 
Women 
At drug intake 72.4 70.4 
After 60 min. 72.9 0.5 74.4 4.0 3.5 2 2" 
After 90 min. 71.0 —1.4 74.1 5.7 ~ Fe | 1.4 3.6* 
) * Significant at the 1% level of chance variation. 


+ Significant at the 5% level of chance variation. 


| 
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systolic and diastolic blood pressure readings than placebo-treated patients. Although 
the difference in pressure readings proved statistically significant, the change averaged less 
than 5 mm. of mercury and has little medical import. Blood pressure changes reported 
here differ somewhat from those observed by Perrin and Altschule.'® These authors had 
found, among schizophrenic patients under stress, a blood pressure rise that they considered 
reflected translation of anxiety into somatic response. Although an increase in systolic 
and diastolic blood pressure was noted among placebo-treated patients in this study, it 
did not approach the magnitude of the increase observed by Perrin and Altschule. Pulse 
rate recordings also showed considerable variation. This lability probably has more medical 
significance than is revealed by the bare statistical analysis. Moreover, a significant differ- 
ence appeared between male and female groups. 

Males treated with meprobamate and with placebo responded differently. The deviation 
of average pulse rate from base line readings by each group was statistically significant at 
60 and 90 minutes post medication, but lost significance at the 120 minute observation 
(see table ILI). 

Among placebo-treated females, the pulse rate tended to rise steadily as the time of 
electroshock treatment neared. The pulse rate of meprobamate-treated females rose some- 
what in the first hour, but tended to diminish thereafter. The difference between pulse rate 
recordings of female placebo and meprobamate groups was not statistically significant at 
60 and 90 minutes, but became so by 120 minutes post medication. 


BEHAVIORAL MEASUREMENTS AND OBSERVATIONS 


The intent was derivation of a clinical observation technique through which patient 
anxiety and fear could be consistently recognized and its magnitude appraised. Four 
patient activities were selected for clinical evaluation: motor activity, free-floating anxiety, 
overt anxiety, and psychophysiologic symptoms. Past institutional experience suggested 
that all four activities bore a positive correlation with degree of anxiety before electroshock 
treatment. 

Technique. All observations were essentially clinical impressions by three physicians 
with psychiatric training. It was recognized that uncontrolled variables could distort 
results. For example, patients desiring to stop their electroshock treatment sessions could 
manufacture somatic symptoms—thus confusing the true incidence of such complaints. 
However, the more than 6600 individual observations of behavior helped to minimize the 
distortion introduced by a few fabricated symptoms. Statistical analysis encouraged a 
perspective view of such errors. Every effort was exerted to maintain a stable environment. 
Changes in pretreatment and post-treatment procedure were avoided. The staff personnel 
remained unchanged. Patient population undergoing electroshock therapy was stable. 
Observer bias was minimized by averaging the records of three staff members. 

The degree of motor activity was gradated in six classes of increasing activity, each class 
identified with an appropriate descriptive term (see table IV). Terms and their meanings 
within the scope of the study were carefully defined to observers. Investigators thus checked 
a number from | to 6 to record a clinical impression of motor activity at the moment ob- 
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TABLE IV 


Behavioral Traits as a Measure of Patient Anxiety 








Motor activity 

0 Motionless 
Sits or lies quietly 
Fiddles with clothing 
Moves from place to place 
Paces to and fro 
Hyperactive 
Violent and combattive 


Aur CNH 


Free-floating anxiety 
0 Mute 
Talks quietly to other patients 
Talks to other patients about treatment 
Worries about effect of treatment 
Questions need of treatment 
Extreme fear of treatment 
Fear of dying, screaming 


Aur CN 


Overt anxiety 
0 Calm and complacent 


1 Appears tense 

2 Restless 

3. Acts afraid 

4 Appears agitated and apprehensive 
5 Hostile toward personnel 

6 Withdrawn 


Psychophysiologic symptoms 
0 None 
Complains of nausea 
Vomits 
Complains of palpitations and other cardiovascular signs 
Headache 
Complains of weakness and malaise 
Muscular or nervous complaints 


wen 


Auer 








served. Categories of free-floating anxiety and overt anxiety were similarly gradated. 
Psychophysiologic symptoms were tabulated by the number of positive responses. Sexual 
differences in response were noted, where present. 

Table V analyzes observations of patient behavior. Values for motor activity, free- 
floating anxiety, and overt anxiety express increased intensity as percentage deviation from 
an arbitrarily selected norm. Readings higher than 1 constitute an increase in intensity. 

Results. In behavioral response, males receiving meprobamate could at no time be dis- 
tinguished statistically from males receiving placebo. Significant differences developed, 
however, between certain female responses to placebo and to meprobamate (see table V). 
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TABLE V 


Behavioral Changes and Their Relation to Anxiety, Calculated as Per Cent of Increased Responses 








Time interval after Meprobamate Placebo Standard 
drug intake, min. group group Difference error t value 
Male 
Motor activity 60 46.0 47.7 2.7 5.6 0.3 
120 18.2 19.7 2.3 5.2 0.4 
Internalized fears 60 40.2 35.2 $.$ 5.4 1.0 
120 3.0 28.0 5.0 5.8 0.9 
Verbalized fear 60 17.8 10.3 7.5 4.3 17 
120 12.2 21.0 8.8 5.0 1.8 
Somatic symptoms 60 5.4 = 2.3 2.2 1.0 
: 120 73 5.8 2.5 3.2 0.8 
Female 
Motor activity 60 36.2 40.8 4.6 6.1 0.7 
120 25.0 31.4 6.4 6.4 1.0 
Internalized fear 60 35.0 39.1 4.1 6.3 0.6 
120 26.4 44.4 18.0 6.8 2.6* 
Verbalized fear 60 19.3 25.0 5.7 5.4 eI 
120 20.4 36.5 16.1 6.3 26" 
Somatic symptoms 60 8.5 18.0 9.5 4.1 2.3T 
120 4.0 7.5 13.5 4.4 3.17 





* Significant at the 1% level of chance variation. 
T Significant at the 5% level of chance variation. 


Motor activity did not prove an effective means of detecting underlying anxiety. One 
unusual observation was recorded: In all groups, motor activity at 120 minutes was less 
than at 60 minutes, contrary to expectation. Statistical analysis could attribute no sig- 
nificance to the findings; hence the contradiction is probably more apparent than real. 

The increase in innate apprehension and agitation (tabulated as free-floating anxiety) 
did appear related to underlying anxiety among females. Free-floating anxiety was essen- 
tially comparable in placebo- and meprobamate-treated females at 60 minutes post medica- 
tion. During the interval from 60 to 120 minutes, however, women who took the placebo 
increased in free-floating anxiety. In the same time period, women given meprobamate 
showed progressively fewer signs of nonverbal apprehension and distress. At 120 minutes, 
the divergence in response reached a level of statistical significance. 

The expression of fear to others (overt anxiety) followed the general pattern seen with 
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free-floating anxiety. At the 120 minute recording, complaints by meprobamate-treated 
females became significantly fewer than those by placebo-treated females. 

Psychophysiologic symptoms varied between men and women. Males receiving placebo 
complained neither more nor less than those given meprobamate. In contrast, females 
receiving placebo developed somatic symptoms from two to four times more often than 
women given meprobamate. At all times, complaints among females far outnumbered 
those tabulated among males. At 60 minutes post medication, for example, 18 per cent of 
females receiving placebo complained of bodily ills, whereas only 3 per cent of the male 
placebo group did so. 


PSYCHOLOGICAL MEASUREMENTS AND OBSERVATIONS 


The degree of anxiety, it was thought, might be elicited by a short, properly constructed 
psychological test. Although more time consuming than behavioral observations, such a 
verbal test would evoke patient emotions directly, and presumably with less observer bias. 

Technique. The Manifest Fear Scale Test, a special evaluation devised for this investiga- 
tion, consists of 24 questions, verbal answers to which it was thought would elicit the presence 
of anxiety as mediated through fear. At the moment of interview, the questions should 
evoke such common fear symptoms as headache, dizziness, tinnitus, pain in various parts 
of the body, choking or smothering sensations, and fear for life. Available choices of “none,” 
“little,” and “much” provide an index of fear intensity. Scored as 0, 1, or 2 points per 
item, the arithmetic sum is the final fear score for the individual patient. Additional details 
on the Manifest Fear Scale Test, its construction, conditions, and methods of use and 
examination of results, are the subject of another paper.” Only general conclusions will 
be presented here. 

In all, four tests were administered, as follows: (1) Kent EGY questions and two or more 
parts of the Wechsler-Bellevue Scale for estimation of intellectual capacity. These tests 
were given several days before the patients knew that electroshock treatment was im- 
pending. (2) The Weigl Form-Color Sorting Tests, given at the time of the Kent test 
and repeated within two hours before the second electroshock treatment experience. (3) 
The Profile Object Assembly Test, given within two hours of the second electroshock treat- 
ment experience. (4) The Manifest Fear Scale Test, given at the time of the Kent test 
and repeated within two hours before the second electroshock treatment experience. 

The Kent and Wechsler-Bellevue, the Weigl, and the Profile Object Assembly tests 
were first administered in an environment considered relatively stress free. Through re- 
sults of the Kent and Wechsler-Bellevue and Weig]l tests, it was hoped that response between 
meprobamate and placebo groups could be correlated. The Weigl test was intended to 
confirm the fact that response under stress resulted from anxiety or fear, rather than from 
drug activity that affected mental acuity or the thinking process. 

Results. The intellectual capacity of the patients who were subjects of this study, as 
estimated by the Kent and Wechsler-Bellevue tests, was comparable with that of patients 
not included in the study who receive electroshock therapy. No significant difference 
appeared between placebo and meprobamate groups at any time. 
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Response to the Weigl Form-Color Sorting Test reflected no significant difference between 
placebo- and meprobamate-treated subjects, either in a stress free environment or while 
awaiting the second shock treatment. Within the limits of test error, results of both pre- 
ceding tests support findings by Marquis et al** and by Reitan™ in normal subjects under 
stress. Administration of meprobamate in clinical doses does not dull mental acuity and 
does not distort the thinking process. 

Scores recorded in the Manifest Fear Scale Test, however, varied significantly from one 
another in several vital respects (see table VI). As expected, average fear scores of meproba- 
mate and placebo groups did not differ significantly before the initial experience with electro- 
shock treatment. Mean fear scores in meprobamate-treated inmates did not differ signifi- 
cantly at the first or second sessions. However, mean placebo scores while awaiting a 
second shock treatment were substantially higher than before the first electroshock treat- 
ment session. This last response suggests that the initial electroshock treatment experience 
was considerably more unpleasant for placebo-treated patients than for those given 
meprobamate, 

Response to the Profile Object Assembly Test was inconclusive. No significant differ- 
ence between placebo and meprobamate group response could be demonstrated. 


RESPONSE AFTER ELECTROSHOCK THERAPY 


Patient reactions following electroshock treatment were not recorded in detail. Yet, in 
our opinion, observations by Thal'* were largely confirmed in the present double-blind 
study. Somatic symptoms tabulated both before and after therapy encourage an addi- 
tional observation. The complete absence of complaints of headache among meprobamate- 
treated female patients was noted (see table VII). 


DISCUSSION 


Meprobamate in this double-blind study was not administered primarily to control 
anxiety and tear of death. Rather, the response produced by the drug was employed as 
a means of assessing various clinical observations and tests. This response thus served as 
a screening technique whereby the relationship between anxiety and its behavioral mani- 
festations was explored. It is known that the drug to some extent does modify the anxiety 
response to stress situations; evidence in support of this is overwhelming. More than 400 
clinical studies attest that meprobamate does reduce anxiety and tension. 

Serene behavior following meprobamate administration, compared with the lack of 
a similar response among anxious patients who received the placebo, would tend to confirm 
the fact that observation criteria were correctly selected. Manifest Fear Scale scores of 
patients receiving meprobamate were significantly lower than those of patients given 
placebo, which would indicate that answers to test questions accurately reflect the lessening 
of underlying anxiety that normally follows meprobamate administration. 

Results of the present double-blind study support the assertion that underlying anxiety 
can be detected and its magnitude estimated through certain observations of behavior and 
psychological testirig. Observation of free-floating anxiety, overt anxiety, and psycho- 
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physiologic symptoms enabled investigators to distinguish female meprobamate patients 
from female placebo patients successfully at 120 minutes after medication. : 

To further emphasize this achievement, it should be added that throughout the test 
neither investigators nor staff personnel could correctly assess which patients received 
meprobamate and which placebo. Indeed, initial results were disheartening. In previously 
successful double-blind tests, sooner or later it became obvious that the two groups responded 
differently. Such was not the situation in the present study. No trend whatever could 
be predicted, or even observed, during the course of the experiment. Even after the code 
was broken, the many thousands of observations confounded any subjective effort to evaluate 
patient responses. Statistical analysis, however, emphatically distinguished between the 
response to the two agents. 

Using meprobamate as a screening drug, we conclude that, among female subjects tested, 
anxiety while awaiting electroshock treatment bears a close relation to clinical observation 
of free-floating anxiety, overt anxiety, and psychophysiologic symptoms. Environmental 
conditions may or may not influence the validity of observation criteria employed. How- 
ever, the level of significance recorded in this study was such that, in our opinion, repetition 
of the tests in any sheltered situation could be expected to produce a related response. 

At 60 minutes post medication, lack of significant difference in response to meprobamate 
and placebo is reasonable. Pulse rate findings (table III) suggest that, as the drug dis- 


TABLE VI 


Fear Scores on Manifest Fear Scale 








Meprobamate Placebo Standard 








group group Difference error t value 
Male 
Neutral condition 9.1 4.2 4.9 2.6 1.8 
Awaiting second electroshock treatment 10.0 8.4 1.6 Be J LF 
Difference 0.9 4.2 3.3 1.4 yo 
Standard error 3:2 28 1.4 
t value 0.3 2.0" Bg 
Female 
Neutral condition 14.4 10.2 4.2 ee 1.3 
Awaiting second electroshock treatment 8.7 15.0 6.3 3.6 1.8 
Difference 5.7 4.8 10.5 1.4 7.8T 
Standard error 3.2 3.1 1.4 
t value 1.8 1.3 7.87 
* Significant at the 5% level of chance variation. 
t Significant at the 1% level of chance variation. 

volume xxi, number 2, June, 1960 | 123 


AND QUARTERLY REVIEW OF PSYCHIATRY AND NEUROLOGY 








MITCHELL ET AL 


solves, its therapeutic value increases. Response to meprobamate would appear to reach 
a peak at 120 minutes or more after drug intake. Interim observations at 30 and 90 minutes 
post medication, although fragmentary, support this observation. 

One feature that merits discussion is the significant difference in behavior among females 
that was not true among males. The observation criteria could have been insufficiently 
delicate. The dose of the screening drug may have been inadequate among male subjects. 
Either explanation may partly account for difference in response, although other factors 
may also enter in. The patients in the drug group took 800 mg. of meprobamate. The 
average female subject presumably weighed less than did the average male subject, there- 
fore the females thus received a higher mean dose of meprobamate than did the males 
and a more distinctive response among the females might thus have been anticipated. 
The unrefined nature of the observation criteria shown in table IV is obvious. Since Manifest 
Fear Scale scores did enable investigators to successfully distinguish between drug and placebo 
groups among both males and females, more delicate and definitive criteria for observation 
of behavior might permit similar differentiation. 

It would appear that response to meprobamate is suitable for evaluating tests of psychotic 
response to stress. In addition, meprobamate possesses advantages as a medicament prior 
to electroconvulsive therapy. 

Although in this study the drug’s antianxiety feature has been emphasized, the therapist 
must not lose sight of reports by other investigators*. ** who conclude that meprobamate 
is a potent yet virtually nontoxic muscle relaxant. As noted in the study protocol (table II), 
800 mg. of meprobamate are compatible with at least 20 mg. of succinylcholine chloride. 
Eliminating the succinyl! component and increasing meprobamate dosage would simplify 
the drug regimen and perhaps merits serious consideration. A second advantage of meproba- 
mate is seen in the drug’s minimal effect on the autonomic nervous system and on cortical 
functions. Assuming no prior organic brain damage, meprobamate in recommended doses 
is not known to precipitate convulsions, unlike certain other ataraxics that have been 
recommended for pre-electroshock treatment medication. The phenothiazine derivatives, 
of which chlorpromazine is a prominent member, have recently been shown capable of 
inducing spontaneous epileptiform activity in susceptible individuals.’:*’ Fazekas et al* 
presume that such activity is a consequence of abnormal cortical activity. 


CONCLUSIONS 


Recommended doses of meprobamate in nonstress situations do not influence blood 
pressure or pulse rate to an important degree. Pulse rate and blood pressure of individuals 
under stress can be expected to approach normal values if meprobamate is administered. 
Meprobamate in 800 mg. doses two hours prior to testing does not affect mental acuity 
or disturb mental function. The drug is suitable as pretreatment for electroshock therapy. 
It can reduce verbalized anxiety and fear of death among patients awaiting electroshock 
treatment without introducing physiologic or psychologic complications. In recommended 
doses, it is suitable for concomitant use with paralyzing doses of succinylcholine chloride. 
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TABLE VII 


Incidence of Psychophysiologic Symptoms (Number of Times Present) 























Time after medication 
60 min 90 min Post therapy Totals 
Symptoms Meprobamate Placebo Meprobar Pl Meprobamate Placebo Meprobamate Placebo 
None (0) Male 190 124 209 32 152 82 55 338 
Female 78 161 74 29 66 116 218 406 
Total 268 285 283 26 218 9s 769 744 
Nausea (1) 1 4 3 8 0 
0 4 > - 
1 4 2 8 7 
Vomiting (2) 0 
) 2 2 
0 2 3 
Palpitation (3) ) 0 1 2 3 
5 1 4 9 4 
5 1 5 1 7 
Headache (4) Ma 2 1 3 $ 9 1 
Female 0 17 ) 35 
Total 2 18 ) $ 9 ) 36 
Weakness/malaise (5) } 4 2 $ 1 
Fem ) 3 1 r ? 18 
Tot ‘ 3 ) 5 7 2 19 
Muscle complaints (6) Male 2 3 1 5 2 2 5 10 
Fen 2 ¢ 2 1 4 21 
Tot 4 , ) 13 ) 31 
Any 9 $ 7 3 j 33 15 
7 33 5 27 3 28 5 88 
16 7 ¢ 32 18 103 
Number of EST M 99 28 22 3 45 ry, (583) (353) 
sessions recorded Female 85 4 79 56 69 (233) (494) 
Tot 284 322 29 23 23 (817) (847) 
Number of EST Male 
sessions unrecorded Female 
Tot 56 5 "7 ¢ ? 203) (269) 
number EST Ma 
340 372 3 72 3 372 
Difference in response Xx? level ig ¢ Significance level 
Headache incidence 
At 60 min. 01 High 
At 90 min 20 Not significant 
At 120 min. 30 Not significant 
Meprobamate vs. placeb 
At 60 min. 6.50 02 High 
At 90 min. 10.12 01 High 
Ar 120 min 6.26 02 High 


* With Yates correction for small sample. 
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It can significantly reduce complaints of headache preceding and following electroshock 
treatment. 

Meprobamate administered under controlled conditions in a closed environment is a 
useful tool in screening for valid techniques of measuring response of depressed psychotics 
to stress. Through such tests, deeper insight into patient motivation may occur, with 
improved patient prognosis the result. Certain behavioral changes among schizophrenics 
under stress can be employed to estimate the degree of underlying anxiety and fear present. 
Observation of free-floating anxiety in patients awaiting electroshock treatment shows 
promise as the most accurate of the four aspects of behavior evaluated. Meprobamate 
may prove useful as a screening drug in exploring other psychotic conditions where anxiety 
is a factor. 


SUMMARY 


Meprobamate was employed in a double-blind study involving 60 patients to explore the 
relationship between anxiety and its overt symptoms. The drug proved valuable in assuaging 
anxiety and fear of death among schizophrenic patients awaiting electroshock treatment. 
Anxiety and fear of electroshock treatment can be detected and their degree estimated with 
well-constructed psychological tests and accurate clinical observation of behavior. Meproba- 
mate was successfully used as a screening drug to test the validity of observation criteria 
linking anxiety and behavior. 
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RESUMEN 


Se empleé meprobamato en un estudio doblemente ciego que comprendié 60 enfermos, con 
el objeto de explorar la relacidn que pudiera existir entre la ansiedad y sus sintomas mani- 
fiestos. La droga probé ser valiosa para mitigar la ansiedad y el temor a la muerte en 
esquizofrénicos que esperaban ser sometidos al tratamiento con electroshock. La ansiedad 
y el temor al tratamiento con electroshock pudieron apreciarse en un grado estimable, con 
pruebas psicoldgicas bien determinadas y la correcta observacién clinica de la conducta. 
El meprobamato se empleé con éxito como medicamento selectivo para probar la validez 
de la observacidn con respecto a la ansiedad y su relacién con la conducta. 


RESUME 


Le méprobamate a été employé dans une étudie dite ‘“‘double-blind’”’ (expérience dans 
laquelle ni le chercheur ni le malade ne connaissent la nature du médicament mis a |’épreuve) 
portant sur 60 sujets afin d’examiner les rapports qui peuvent exister entre l’anxiété et ses 
symptémes manifestes. Ce médicament s’est montré utile pour apaiser l’anxiété et la crainte 
de la mort chez les schizophrénes devant subir une séance d’électrochoc. L’anxiété et la 
crainte provoquées par les séances d’électrochoc peuvent étre discernées et leur gravité 
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évaluée a l’aide de tests psychologiques bien organisés et d’observations cliniques précises 
sur le comportement. Le méprobamate a été employé avec succés comme procédé de 
sélection pour vérifier la validité des données qui, selon les observations, relient l’anxiété 
et le comportement. 
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New Grant-in-Aid Program for Research on Alcoholism 
and Related Subjects 


A new grant-in-aid program for scientists working in the field of alcoholism and related 
subjects has been announced by the Scientific Advisory Committee of Licensed Beverage 
Industries, Inc. 

The program is administered by a Scientific Advisory Committee whose members repre- 
sent a wide range of relevant disciplines. The members are: Edward J. Allen, Professor of 
Social Science, State University of New York, College of Education, Plattsburg, N. Y.; 
Leon A. Greenberg, Associate Professor and Director, Laboratory of Applied Biodynamics, 
Yale University, New Haven, Conn.; Harold E. Himwich, Director, Research Division, 
Galesburg State Research Hospital, Galesburg, IIl.; J. D. McCarthy, M.D., Professor of 
Medicine, Nebraska University, College of Medicine, Omaha, Neb.; John W. Riley, Jr., 
Chairman, Department of Sociology, Rutgers University, New Brunswick, N. J.; and 
Jackson A. Smith, M.D., Clinical Director, Illinois State Psychiatric Institute, Chicago, II. 

This program is not intended to replace support from governmental agencies, private 
foundations, or other sources. 

The total sum set aside for the program is $500,000 over a five year period. Individual 
grants will range between $2000 and $10,000, will run for one year, and may be renewed. 

Grants will be awarded to qualified researchers, including young scientists, in the bio- 
logical and behavioral sciences who wish to make preliminary or pilot studies for the pur- 
pose of raising or clarifying promising hypotheses. Recipients of grants will have complete 
freedom of operation; the Scientific Advisory Committee of the Licensed Beverage Indus- 
tries and the Licensed Beverage Industries will not become involved in the direction or 
conduct of the research in any way. 

All applications for grants-in-aid will be reviewed by the Scientific Advisory Committee, 
and notification of action taken will generally follow within 90 days after they are received. 
Application forms and detailed information may be obtained by writing to the Scientific 
Advisory Committee of the Licensed Beverage Industries, Inc., 155 East 44th Street, 
New York 17, N. Y. 
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Clinical Experience with the Figure Drawing Test 


Carl L. Laane, M.D. 


BERGEN, NORWAY 


In his daily work in a psychiatric clinical department or in a mental hospital, the psy- 
chologist with clinical experience is mainly employed with intelligence and personality 
testing, thereby making valuable contributions toward forming the most complete picture 
possible of each individual patient. As regards personality testing, the projective tests, the 
Rorschach test and the Thematic Apperception Test (T.A.T.) are the tests principally used. 
In the hands of an efficient psychologist with clinical experience, the Rorschach test makes 
certain valuable contributions to judging the personality of the patient, and the T.A.T. helps 
to better the understanding of the course of the disease. 

In recent years some hospitals have, in addition to the tests mentioned, used the so-called 
Figure Drawing Test. The Figure Drawing Test is a variation of the House-Tree-Person test, 
which of course differs from the Figure Drawing Test in that it includes the drawing of a 
house and a tree in addition to that of a human figure. In the drawing of a tree, importance 
has been attached to “the height of the scars on the trees’’ in relation to the age at which 
the trauma occurred. In recent years the Figure Drawing test has been increasingly men- 
tioned. In Progress in Neurology and Psychiatry it is very often mentioned together with the 
Rorschach and T.A.T.!_ Goodenough showed as far back as the 1920’s that there is a certain 
relationship between the way in which a child draws a human figure and its intelligence 
quotient. Cyril Burt’s standardized drawing achievements for the ages of 3 to 16 years 
form a very good basis of comparison for judging drawings of adults.* Castell, Machover, 
Stern, Navratil, and several others have mentioned their experiences with the Figure Draw- 
ing test.4-7 In the course of years, figure drawing has been tried together with, and has 
been correlated to, the Rorschach test, the T.A.T., and others on normal subjects, neurotics, 
psychotics, and psychopaths. The results of the figure drawing have been judged differently, 
and sometimes not very enthusiastically. 


METHODS 


It has been stressed, and probably rightly so, in objection both to the clinical examination 
and testing of psychiatric patients, that both examiner and patient to a certain extent in- 
fluence each other emotionally and thereby affect the results arrived at. This factor is 
possibly of smaller importance in the Figure Drawing Test than in the other two tests men- 
tioned. Broadly speaking, the test may not only give a rough idea of the patient’s intelli- 
gence and reflect certain personality traits, it is also valuable both diagnostically and during 
psychotherapy, since the course of the disease may be followed with repeated drawings from 
time to time. The drawing test is also actually a test situation in which it is possible to 
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study the patient’s movements, facial expression, verbal comments, play with the fencil, 
willingness to draw, and so on. The aids needed are few and simple. The test takes a rela- 
tively short time, and, if desired, it may be given to several persons at once. The fact that 
the drawing may be filed for later examination is also an advantage. 

An analysis of the drawings naturally calls for considerable experience. Among other 
things, they are judged on the basis of their size, their form, their placement on the sheet, 
movement and expression in the figure, on details such as the size of head, hair, eyes, nose, 
ears, placing of the hands, fingers, thighs, legs, feet, and whether the drawing is furnished 
with pockets, buttons, pipe, cigarette, hat, and so on. There is on the whole a tendency to 
attach considerable importance to details. These details can undoubtedly provide some 
information, but they must certainly be assessed with considerable criticism. Several ex- 
aminers, among them Machover, stress the clinical value of the drawing test in the hands of 
an experienced tester, although Swenson, among others, maintains that ‘“‘the draw-a-person 
test is of doubtful value in clinical work,” with little to support the hypotheses put forward 
by the leading champions of this method.*: § 

Experiments with this test in a Norwegian mental hospital may be of interest. We have 
used the Figure Drawing Test at Neevengarden Mental Hospital, Bergen, Norway, for one 
year (beginning in the autumn of 1958), in order to appraise it in the light of our clinical 
experience and to see how much it can help us in our daily work. Unfortunately, the results 
could not be appraised by a psychologist with clinical training at the time of testing; the 
material was therefore collected and appraised by me alone. Despite this, we believe that 
it may be of some interest to discuss our results and experience with the test. 

The drawings were collected mainly in the women’s ward, and I was able to follow these 
patients clinically all the time. The test was performed both by newly admitted and chronic 
patients. We asked them to make a drawing of a person, without saying whether it was to 
be a woman or a man, and in most cases we asked them afterwards to draw a tree and a 
house. Besides this, we asked all the patients to write their names, which nearly all of 
them did willingly at once. The patients drew on white, thick standard sheets with a copy 
pen. We gave no indication of how the drawings were to be made. In our observations, we 
took into consideration the patients’ education and presumable previous ability to draw. 
This is not easy to judge, but it is certainly of some importance. Neevengarden Mental 
Hospital has as its admission district the city of Bergen (about 115,500 inhabitants) and the 
county of Sogn and Fjordane with about 98,000 inhabitants, all sea and fiord districts in 
western Norway. Many of the patients have had a relatively elementary education, and 
their ability to draw is small. A common trait in our patients was that nearly all of them 
were slightly reluctant to draw at first, and during the test they often stopped and excused 
themselves by saying that they were not clever at drawing, but on the whole we succeeded 
in obtaining satisfactory drawings. We later tried to assess the individual drawings accord- 
ing to the usual rules of interpretation. We then tried to find out if there were characteristic 
common traits in the drawings of patients within the same clinical diagnosis group. Finally, 
by repeated drawing tests, we tried to follow some of the patients through the course of the 
disease and therapy. One drawback, of course, is that we do not know how these patients 
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General Interpretations of Drawings of Psychiatric Patients 


Characteristic 


Large head 


Small head and signs of 
physical power 

Large ears and eyes 

Full-face drawing 

Profile drawing 

Long, thin necks 

Small figures 

Large figures 

Thin figures 

Position of arms 


Excessive amount of hair 

Short arms 

Cigarette, pipe, gun, 
pockets, buttons, 
hair, nose, and feet 

Overdetailed drawings 

Placement of drawing on 
the sheet 
Towards the right 
Towards the left 
High up 
Low down 

Mistakes 

Forgetting and omitting 
important details, correct- 
ing the drawing, thick 
lines and shadings 


Interpretation 


Drawn by children, oligophrenics, organic 
patients, and paranoids 

Indicate obsessive-compulsive character 
traits 

Supposed to indicate paranoia 

Indicates extroversion 

Indicates introversion 

Frequently drawn by schizoid patients 

Indicate “shrunken” ego—schizophrenics 

Supposedly drawn by manics and paranoids 

Frequently drawn by schizophrenics 

Indicates possible ability to make contact 
with others 

Striving to be grown up 

Lack of ambition 

Symbols, sexual associations 


Indicate obsessive traits 


Outward orientation 
Self-appraisal 

Optimism 

Depression 

Express unconscious inner conflict 
Indicate neurotic traits 


would have managed the test before they became ill. We therefore lack a basis of com- 


parison for the observations. 


Table I indicates the way in which the individual parts of the drawings are generally 
interpreted by many examiners (without going into detail) and what they reflect. Only a 
few of the details used for the interpretation are included. Their importance must pre- 
sumably be considered with a certain amount of skepticism, even though they should be 
taken into consideration. 


MATERIAL 
The data were collected from the autumn of 1958 to the autumn of 1959. Most of them 


come from the women’s ward at Neevengarden Mental Hospital, where I have had the 
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TABLE II 
Diagnosis and Number of Patients Whose Drawings Were Analyzed 





Psychosis ex imbecillitate and psychosis e 


debilitate 28 
Schizophrenia 46 
Mania 6 
Melancholia ll 
Reactive psychosis 28 
General paresis 1 
Senile dementia 8 


Total 128 





opportunity of making close clinical observations of the patients all the time, and have 
been able to follow the course of the disease from day to day in each individual case. No 
special selection was made with regard to patients chosen for testing in the period men- 
tioned; the newly admitted patients made drawings immediately after the initial interview, 
and drawings were also collected among the chronic inmates who were willing to draw, and 
who were not selected according to clinical diagnosis. Some of the chronic patients who 
were unwilling to draw were not included. Two thirds of the drawings were collected from 
relatively newly admitted patients and the remaining third from chronic inmates. The 
clinical subgroups whose drawing material was analyzed are shown in table II. The draw- 
ings were arranged in groups according to the clinical diagnoses, and were assessed accord- 
ing to the usual rules of interpretation. 


RESULTS 


Psychosis ex Imbecillitate and Psychosis e Debilitate. In this diagnosis group, there were 
a total of 28 drawings, of which many were drawn after the psychotic phase was over. 
We did not find any marked difference between drawings performed during the psychotic 
phase and those drawn later. One patient made a typical “Picasso” drawing during the 
psychotic phase (see fig. 2). The drawings are generally characterized by the mental de- 
ficiency and bear a good deal of resemblance to children’s drawings in the various age groups. 
They seem to give some indication of the patients’ original I. Q. level, but not, however, 
so marked an indication as may be found in the children’s drawings previously mentioned.* 
Drawings of houses and trees are rather simple, and in most cases the tree trunk has no 
thickness. 

Schizophrenia (‘‘Clear-Cut’’). In this diagnosis group, a total of 46 drawings were col- 
lected. Both acute and chronic forms of hebephrenic and paranoid, hallucinatory schizo- 
phrenia were represented. Nineteen of the drawings are small, very simple human figures 
with a certain superficial resemblance to the drawings of the oligophrenics. Most of the 19 
are from chronic schizophrenics; 9 of them drew only a head, and all 9 are chronic cases. 
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In the schizophrenic group, nobody made “‘Picasso’”’ drawings. In our drawings we found 
very few signs of aggressiveness. Forer, who examined 134 hospitalized schizophrenic male 
patients for aggressiveness with the Figure Drawing Test found that the aggressive patients 
showed a more primitive treatment of female figures. We have not found this to be char- 
acteristic. We found only one or two drawings of the type shown in earlier textbooks as 
being typical of schizophrenic patients, none among the newer patients and very few even 
among the chronic patients. The drawings of chronic schizophrenics were followed over a 
considerable period of time during psychotherapy. It is very interesting to see how the 
patient gradually “dressed” the figure in the drawings (see figs. 6, 7, 8, and 9). 

Manic Depressive. MANiA. We obtained 6 drawings from manics, and all are on the 
whole typical, rather large drawings, relatively neatly performed, with an evident spirit, 
especially as regards the human figure and the tree; they clearly illustrate the manic con- 
dition. Signatures of these patients are correspondingly characteristic. 

MELANCHOLIA. We collected 11 drawings. It was very difficult to get the melancholics 
to draw. They gave up easily and seemed to be occupied with other thoughts rather than 
concentrating on drawing. The drawings are on the whole simple and bear a certain re- 
semblance to those of the oligophrenics. 

Reactive Psychosis. This group provided 28 drawings in all, and on the whole these draw- 
ings seem to come close to ‘“‘normal’’ drawings. We only found signs of aggressiveness in 
the drawings of 2 or 3 patients with clinical paranoid traits; figure 12 is an example. Ribler 
did not find in his work that paranoid patients give prominence to eyes and ears in the 
drawings,’ nor can we say that this was a characteristic trait in our drawings. 

Senile Dementia. The number is small. We had only 8 drawings in this group. In the 
early cases of senile dementia, we found little in the drawings to characterize the condition. 
Later, in advanced cases (where it is clinically easy to make a diagnosis), the drawings show 
marked signs of senility. Two presenile patients, both about 53 years old, with a case 
history of about 10 years, were not able to make any drawings at all, nor could they write 
their names. 

General Paresis. We had only one case, but on the other hand it is clinically ‘‘an abso- 
lutely fresh case,’’ such as we hardly ever see any more in Norwegian hospitals. His symp- 
toms (paralysis, with megalomanic ideas, uncritical manner, talkativeness, and signs of 
beginning dementia), are absolutely classical, as are also the findings in his spinal fluid. 
His drawing (see fig. 14) corresponds to that of a manic and can hardly be distinguished 
from such. 

Patients Who Have Received Electroshock Treatment. We only have 7 such cases. We 
have none who have received more than 8 to 9 treatments in a series. The drawings made 
before the treatment show no marked difference from those made after 3 to 4 shocks or after 
the completed treatment series. Hetherington states, in his study of the effect of electro- 
shock treatment on 10 depressive patients compared with the effect on ‘‘normal’’ patients, 
that there were certain differences.1° He found that after electroshock treatment the de- 
pressive patients placed the figure more towards the center of the sheet compared to where it 
was previously placed. We did not observe corresponding findings with our patients. 
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Fic. 1. Case 1. 


CASE HISTORIES 


Case 1. This woman was born in 1933. She is the eldest of 4 children; 2 of her brothers are mentally re- 
tarded. She became very active sexually at an early age. Her I. Q. is about 50. She was admitted to Neeven- 
girden Mental Hospital in 1950 with a diagnosis of psychosis ex imbecillitate. (See fig. 1.) 


Case 2. This woman was born in 1931. Her brother is mentally deficient and her mother insane. Her 
I.Q. isabout 60. She was admitted to Neevengirden in 1954 and diagnosed as having psychosis ex imbecillitate. 
Since then she has had several psychotic periods. She made a typical “Picasso” drawing (see fig. 2). 


Case 3. This woman was born in 1929. She is mentally retarded and attended special classes. From the 
age of 16 she became more confused, and in the course of time she has become increasingly passive and fatuous. 
She was admitted to Neevengarden in 1947, and was diagnosed as hebephrenic. Now (1959), after having 
received large doses of chlorpromazine and reserpine, she is up, is quieter, and no longer tears her clothes or 
mutilates herself. (See fig. 3.) 


Case 4. This woman was born in 1886. She is single. She began nurse’s training in England, but never 
completed her education. She was admitted to Neevengirden in February, 1959, with a diagnosis of schizo- 


— 








Fic. 3. Case 3. 
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Fic. 4. Case 4. Fic. 5. Case 5. 


phrenia. She is kind and acquiescent, with slight delusions of grandeur. She also shows signs of deterioration. 
(See fig. 4.) 

Case 5. This woman was born in 1919. She was odd and difficult asa child. She suffered from financial em- 
barrassment and delusions of grandeur. She preferred to be with “finer children.” She was admitted to Neeven- 
garden for the first time in February, 1953, with a diagnosis of schizophrenia (paranoid hallucinatory form). 
She is smiling, bland, condescending, and coquettish. She shows a fantastically well-rationalized paranoid 
system, saying that she is the daughter of Lord Mountbatten, a half-sister of Prince Philip, descended from 
Russian nobility, has a degree in medicine, and so on. (See fig. 5.) 

Case 6. This woman was born in 1892. Her father was insane. She herself was quite able and became a 
seamstress. She is divorced. She was admitted to Neevengirden in 1942 with a diagnosis of schizophrenia 
(paranoid hallucinatory form). She is impulsive, with periods of scolding. She exhibits incoherence and ne- 
ologistic behavior. Very interesting changes took place in her drawings during psychotherapy. (See figs. 6, 
7, 8, and 9.) 


Case 7. This woman was born in 1936. She was admitted to Neevengirden in October, 1958, with a 
diagnosis of hysteriform reactive psychosis (manic depression?). She was discharged in January, 1959. She 


Fic. 6. Case 6 (drawn December 13, 1958). 
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Fic. 7. Case 6. The figure is clothed a little (drawn Fic. 8. Case 6. The figure is still more clothed, 
March 12, 1959). though with gross transparency (drawn April 26, 
1959). 





was infantile, dependent, and of slightly hysterical character. (See figs. 10 and 11, drawn during a period of 


light animation.) 


Case 8. This man was born in 1918. He was a blacksmith, an irregular worker who was unable to get on 
with either his superiors or fellow workers. He often changed jobs. He is divorced. He is hypercritical, 
cannot stand adversity, and is irritable and fractious. He was admitted to Neevengarden in January, 1959, 
with a diagnosis of paranoid reactive psychosis. (See fig. 12.) 


Case 9. This woman was born in 1876. She was clever at school, married at the age of 27, and had 6 chil- 
dren. She is now a widow. She has been detained at Haukeland Hospital, Bergen, Norway, several times 
since 1952 because of cerebral arteriosclerosis. She was admitted to Neevengarden Mental Hospital in De- 
cember of 1956 with a diagnosis of senile dementia. She has begun to exhibit serious signs of organic dementia. 
Despite her advanced dementia, she still has a certain distinguished attitude. (See fig. 13.) 


Case 10. This man was born in 1909. He was a farmer and, earlier, a seaman. He was at sea during the 
whole of World War II. He contracted lues and did not receive specific treatment. He was first admitted to 


Fic. 9. Case 6. The figure is now fully clothed, though showing 
the same transparency as before (drawn April 28, 1959). 
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a psychiatric clinic in the spring of 1959 with the complaint that he was listless, tired, and unable to sleep. 
The diagnosis was general paresis. A Wassermann reaction yielded +--+ both in the blood and spinal fluid, 
with 7 14 cells in the spinal fluid. He has a feeling of numbness in his legs, and finds it a little difficult to walk. 
He exhibits megalomania. (See fig. 14.) 


CONCLUSIONS 


We must stress the fact that our conclusions are based on only one year’s experience with 
the Figure Drawing Test, and that the results have only been assessed by a clinician. The 
Figure Drawing Test gave us relatively few things to build upon for clinical use, and, as we 
expected, we have not been able to draw any definite conclusions from this test alone. 
However, the test does seem to be of some assistance when it is considered in conjunction 
with other tests, and when it is judged by an experienced and critical person under the 
guidance of a psychologist with clinical experience. Our patients’ drawings do seem to give 
some indication of intelligence. There is slight variation in the drawings of a tree; very few 
patients have drawn more than a single line as the trunk, with naked branches on it, and 
without the “‘scars’’ mentioned earlier. The drawings of houses are also generally rather 
simple. On the whole, we can say that the drawings of a house and a tree were of relatively 
little help; there are far more characteristic variations in the figure drawings. As was to be 
expected, even those patients who made poor drawings wrote their names relatively well. 
The majority of the patients drew a figure of their own sex. It is often evident that the 
patients identify the drawn figure with themselves. Relatively few of the female patients 
have drawn a man, and those who did so are patients with serious problems in relation to 
men. Observations concerning the various clinical groups follow. 

Psychosis ex Imbecillitate and Psychosis e Debilitate. Oligophrenia usually stands out 
prominently and is relatively characteristic of the drawings, but in several cases the 
drawings also resemble those of chronic schizophrenics. The only “‘Picasso’”’ drawing (with 
a “mixed profile’’*) that was made by any of the patients fell in this group. Most of the 
patients drew the tree trunk in one rather thick line, in contrast to patients belonging to 
the other diagnosis groups, where a somewhat higher percentage drew the tree trunk with 
two dimensional thickness. 

Schizophrenia. Some of the chronic schizophrenics in the department were not willing to 
draw at all. In many cases the drawings were very simple, and, as mentioned, they bore a 
certain resemblance to the drawings of the oligophrenics. There was often a marked differ- 
ence between the achievements of the acute and the chronic schizophrenics. Many of the 
figure drawings made by the chronic patients showed only contours, or only a head, or the 
whole body in a small figure. The recently admitted schizophrenic patients made relatively 
good drawings. Among our patients we have only seen | case where the drawings cor- 
respond to the so-called “typical schizophrenic” drawings found in textbooks of psychiatry 
and others.'! Drawings of this type, with lack of harmony, detailed, only partly equipped 
with limbs, without usual shape, placed at random with symbolic significance, will possibly 
become rarer in the future with a more active treatment of all the inmates of a mental 
hospital. Special characteristic traits usually mentioned in connection with drawings made 
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by paranoid patients, such as prominent eyes and ears and thicker lines than those made 
by other patients, were not found in our material. 

Manic Depressive. Mania. As expected, the manic traits are often clearly indicated 
in the drawings of a person, to a certain extent in the drawings of a tree, and less in the 
drawings of a house. On the whole, the signatures made by these patients indicated the 
manic phase very well. 

MELANCHOLIA. Most of our drawings in this group are simple, lacking in variation, with 
certain resemblances to the drawings of the oligophrenics. In several of the drawings the 
figures have no hair. One is left with the impression that the patients could have drawn far 
better had they had more energy. 

Reactive Psychosis. The drawings made by these patients have few characteristic traits 
and are relatively close to normal drawings. We found traits indicating aggressiveness only 
in the drawings of 2 or 3 patients with a paranoid course of the disease. We were not able 
to verify any special prominence of eyes and ears in the drawings of paranoid patients. 

General Paresis. Our findings here are based on | case only, and this is, of course, far too 
little. However, these cases are now so rare that we felt justified in including it. The 
result is, as expected, a drawing that cannot be differentiated from a manic’s. At a later 
stage of the disease, with increased dementia, the drawings will certainly compare with 
those of other organic patients. 

Senile Demeniia. The number of these is small, but the drawings from the relatively ad- 
vanced organic patients clearly indicate the advanced disease, for example, by the lack of 
ability to draw, tremor, and perseverance tendencies. One of the woman patients who has 
had considerable impairment of memory for the past six years is the only one of all the 
patients in this group or any other who has shown detailed genitalia (female) on the figure. 

Patients Who Have Received Electroshock Treatment. None of our patients showed any 
marked change in ability to draw a figure immediately after the end of a series. 

It has been our experience that many patients, after having finished the drawing are 
able to make a more complete drawing on being requested to do so. They give up and 
put down the pen before they have drawn as much and as well as they are able to. This 
should certainly be borne in mind when judging the results. In our opinion, too much im- 
portance must not be attached to the omission of important details. 

It should be emphasized that with the Figure Drawing Test the patients’ drawings can 
be filed and are available for examination at any time not only by the original examiner but 
by others. Where the clinical picture of the patients remains unchanged (among chronic 
patients who have been hospitalized for 10 to 15 years or more without active treatment), 
drawings repeated over a period of time often show a remarkable likeness to each other. 

As is the case with other psychological tests, the drawing test must be applied critically 
but, as previously mentioned, it can certainly make valuable contributions in the hands of 
a capable psychologist with clinical training in collaboration with a clinician. However, 
one should not dwell upon details or attach too much importance to any individual detail. 
Although we have no personal experience in this area, it nevertheless seems reasonable to 
believe that the Figure Drawing Test may also be of value when testing children and in 
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neurosis in adults. Burbury has mentioned her experience with the test on children when 
making a diagnosis.!” 

Our investigation seems to indicate that further systematic trials with the Figure Draw- 
ing Test on adults in psychiatric hospitals are worth while. 


RESUMEN 


En el Hospital Neevengarden para enfermos mentales de Bergen (Noruega), del otofo 
de 1958 al de 1959, se realizé un andlisis de los dibujos hechos por 128 pacientes con diversos 
diagnésticos. El propdsito del andlisis fue descubrir si la prueba de dibujar contribuia al 
diagnéstico clinico de los enfermos mentales. Ademdas de una figura se pidid a los enfermos 
que dibujaran una casa y un arbol. La mayoria de los pacientes examinados eran mujeres. 
Dos tercios de estos enfermos habian sido admitidos de nuevo y el otro tercio lo formaban 
enfermos cronicos internados. No se hizo ningtin esfuerzo por seleccionar a los pacientes 
de acuerdo con el tipo de enfermedad. Entre estos enfermos figuraban casos de: Psicosis 
postimbecilidad y psicéticos deteriorados, esquizofrenia, mania, melancolia, psicosis reactiva, 
pardlisis general y demencia senil. En el andlisis de los dibujos, el autor hallé que los de 
los arboles y casas eran de valor considerablemente menor a los de las figuras. Aunque no 
hallé un numero de detalles frecuentemente considerados de cierta caracteristica diagnostica, 
el autor llegé a la conclusidn de que, cuando la prueba de dibujar se considera junto con 
otras pruebas y métodos diagndsticos, constituye una ayuda real para evaluar la inteligencia 
del paciente, demostrar los rasgos de su personalidad y diagnosticar su enfermedad antes y 
durante el curso de la psicoterapia. Se presentan 14 dibujos junto con las historias clinicas 
de 10 pacientes. 


RESUME 


Au cours d’une période d’un an (depuis l’automne de 1958 jusqu’a l’automne de 1959), 
les dessins faits par 128 malades de diverses catégories diagnostiques a l’H6pital d’aliénés 
Neevengarden de Bergen, Norvége, ont fait l’objet d’une analyse. Le but de cette analyse 
était de découvrir si le “‘test de dessin de la forme humaine”’ contribuait a |’établissement 
du diagnostic clinique des maladies mentales. Outre le dessin du corps humain, les malades 
furent également priés de dessiner une maison et un arbre. La plupart des sujets participant 
au test étaient du sexe féminin; les deux tiers étaient des malades récemment admis et l’autre 
tiers de hospitalisés chroniques. Aucun effort n’a été fait pour choisir les sujets selon le 
type de maladie, mais les catégories suivantes étaient représentées: psychosis ex imbecil- 
litate et psychosis e debilitate schizophrénie, manie, mélancolie, psychose réactionnelle, 
parésie générale et démence sénile. Dans l’analyse des dessins, l’auteur estime que les 
dessins d’arbres et de maisons ont une valeur trés inférieure aux dessins de la forme humaine. 
Bien qu’il n’ait pas trouvé certains détails souvent considérés comme caractéristiques 
de certaines catégories diagnostiques, l’auteur conclut que, considéré en association avec 
d’autres tests et mesures diagnostiques, le “‘test de dessin de la forme humaine” est d’une 
utilité réelle pour évaluer l’intelligence du malade, révéler ses traits de caractére et 
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diagnostiquer son état avant, ainsi que pendant, le traitement psychothérapique. L’auteur 
présente 14 dessins se rapportant a l’anamnése et aux antécédents de 10 cas. 
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Medical Directory of South Africa Available 


The first edition of the Medical Directory of South Africa, which has been compiled with 
the cooperation of the Medical Association of South Africa, will soon be off press, it was 
announced recently. The directory contains detailed professional biographies and pro- 
vides the only compendium of medical practice in South Africa, including administration, 
university medical schools, colleges, research institutions, and hospitals. Inquiries con- 
cerning the directory should be addressed to Knox Printing Co., Ltd., 30-36 Baker Street, 
Durban, Natal, South Africa. 
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FOREWORD 


The purpose of the QuarTERLY Review or PsycHiatry AND Neuro.oecy is to present 
promptly brief abstracts, noncritical in character, of the more significant articles in the 
periodical medical literature of Europe and the Americas. 


For readier reference, the abstracts are classified under the following general headings: 


PSYCHIATRY 

. Administrative Psychiatry and Legal Aspects 
of Psychiatry 

. Alcoholism and Drug Addiction 

. Biochemical, Endocrinologic, and Metabolic 
Aspects 

. Clinical Psychiatry 

. Geriatrics 

. Heredity, Eugenics, and Constitution 

. Industrial Psychiatry 

. Psychiatry of Childhood 

. Psychiatry and General Medicine 

. Psychiatric Nursing, Social Work, and Mental 
Hygiene 

. Psychoanalysis 

. Psychologic Methods 

. Psychopathology 


. Treatment 
a. General Psychiatric Therapy 
b. Drug Therapies 
c. Psychotherapy 
d. The “Shock” Therapies 


NEUROLOGY 


. Clinical Neurology 
. Anatomy and Physiology of the Nervous 


System 


. Cerebrospinal Fluid 

. Convulsive Disorders 

. Degenerative Diseases of the Nervous System 
. Diseases and Injuries of the Spinal Cord and 


Peripheral Nerves 


. Electroencephalography 
. Head Injuries 
. Infectious and Toxic Diseases of the Nervous 


System 


. Intracranial Tumors 

. Neuropathology 

. Neuroradiology 

. Syphilis of the Nervous System 
. Treatment 

. Book Reviews 

. Notes and Announcements 


In fields which are developing as rapidly as are psychiatry and neurology, it is obviously 
impossible to abstract all the articles published—nor would that be desirable, since some 
of them are of very limited interest or ephemeral in character. The Editorial Board en- 
deavors to select those which appear to make a substantial contribution to psychiatric 
and neurologic knowledge and which promise to be of some general interest to the readers 
of the Review. Some articles, highly specialized in character, or concerning a subject 
already dealt with in an abstract, may be referred to by title only at the end of the respec- 
tive sections. 


A section entitled INTERNATIONAL RECORD oF PsycHIATRY AND Neuro toecy is included 
at the beginning of the journal. The Record Section consists of advanced clinical and 


experimental reports. 


The Psychiatry and Neurology Newsletter was compiled by Dr. Peter A. Angelos. 


The Editorial Board at all times welcomes the suggestions and criticisms of the readers 
of the Review. 


Winrrep Overno.ser, M.D. 
Editor-in-Chief 











Psychiatry and Neurology 
NEWSLETTER 


MEETINGS OF NEUROPSYCHIATRIC INTEREST IN JULY, 
AUGUST, AND SEPTEMBER, 1960. The International Congress 
Against Alcoholism will be held July 30-August 5, 1960, in 
Stockholm, Sweden. Inquiries about the meeting should be 
addressed to Dr. Archer Tongue, Casa Gare 49, Lausanne, 
Switzerland. 

The annual meeting of the World Federation for Mental 
Health will be held August 7-12, 1960, in Edinburgh, 
Scotland. Inquiries should be addressed to the Secretary- 
General, World Federation for Mental Health, 19 Man— 
chester Street, London Wl, England. 

The Fourth International Criminological Congress will 
be held September 5-12, 1960, at The Hague, Netherlands. 
Inquiries should be addressed to the Secretariat, 14 
Burgemeester, de Monchyplein, The Hague, Netherlands. 








PROPOSED STUDY OF HOSPITAL STANDARDS: The American 
Psychiatric Association's Committee on Standards and 
Policies of Hospitals and Clinics is raising funds to 
study the reformulation of acceptable standards and 
patterns of staffing and operations in hospitals and 
other treatment facilities for the mentally ill. The 
proposal for this study evolved from a conference held in 
June, 1959, at the central office of the A.P.A., at which 
there were representatives from the American Hospital 
Association, the American Medical Association's Council 
on Mental Hospitals, the Council of State Governments, the 
Joint Commission on Accreditation of Hospitals, the Na- 
tional Institute of Mental Health, the National Association 
of State Mental Health Directors, and the A.P.A. staff. 
The proposal for the study was drafted by a special com— 
mittee selected by the conference, which emphasized the 
great contribution that the A.P.A.'s standards have made 
in raising levels of treatment and care and the need to 
continue them until they are reformulated. It was also 
observed that standards have their own built-in obsoles-— 
cence, tending to cramp experimentation, foster rigidity, 
and become divorced from the realities of current thinking 
and actual practice. The new study that has been proposed 
will extend over a minimum of three years and will require 











approximately $200,000. The A.P.A. will be glad to receive 
suggestions as to possible sources of funds for the study. 
A copy of the proposal will be sent to interested 
members who request them by the American Psychiatric 
Association, 1700 18th Street, N. W., Washington 9, D. C. 


CURRENT DEVELOPMENTS IN PSYCHIATRY IN TEXAS: The 
Texas Neuropsychiatric Association is considering holding 
an American Psychiatric Association divisional meeting in 
Texas in the winter of 1962.. Also, extensive plans are 
afoot for training programs for general practitioners. 
The Texas Academy of General Practice has included psy- 
chiatric programs in its 1961 curriculum. The medical 
schools will supply faculty for three courses in July, 
1960, in Corpus Christi, Dallas, and Lubbock. The cur- 
riculum has been selected by the academy and will include 
applications of phrenotropic drugs, psychiatric emergen-— 
cies, réferrals, and problems seen in daily practice. 





USE OF TELEVISION IN THE MENTAL HEALTH EFFORT: Dr. 


Robert A. Matthews of the American Psychiatric Association, 
in liaison with the American Academy of General Practice, 
participated in a closed-circuit, color television presen- 
tation during the A.A.G.P.'s annual scientific program in 
Philadelphia, Pa., March 24, 1960. While a general prac- 
titioner was interviewing each of three patients under- 
going emotional disturbance, Dr. Matthews commented on 

the kind of problem being presented by the patient and 

the techniques the general practitioner was using. 

CBS-TV in Canada will start a four part series of 
psychiatric case histories entitled "The Disordered Mind," 
on Wednesday, April 20, at 10:20 P.M. Actual patients 
will participate, not actors. Case histories presented will 
deal with psychosomatic disorders, a heart attack, a 
psychosis, and sociopathy. Dr. H. E. Lehman, Associate 
Professor of Psychiatry at McGill University, will be the 
consultant on the series, and psychiatrists Henry Kravitz, 
M. Marcus, and H. B. Durost will appear on the program. 





NEWSLETTER OF QUARTERLY REVIEW OF PSYCHIATRY & 
NEUROLOGY: The editorial staff invites communications of 
interest in neurology and psychiatry to be printed in the 
newsletter. Events of interest, scientific society meet-— 
ings, scientific trends in the fields, and other pertinent 
material will be published here. All items should be 
addressed to the editor, Dr. Winfred Overholser, St. 
Elizabeths Hospital, Washington, D. C. 
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An Introduction to Attitude Psychology 


Nina Bull* 


NEW YORK, NEW YORK 


The name attitude psychology has recently been adopted to describe a whole new line 
of thinking that is rooted in a single fairly simple feedback principle of body-mind re- 
lationship. 

The principle is embodied in attitude theory, which was first presented in 1945! to point up 
the mechanism by which preparatory motor attitude becomes responsible for the affective 
feelings that characterize emotion. Later the concept was developed in considerable detail, 
with supportive experimental and neurological evidence, and various forerunners of the 
theory were noted and described for purposes of comparison with the new formulation.” 
An abbreviated statement of the theory was published shortly afterwards.* 

In all these studies, no attempt was made to limit the scope of emotion or explain its 
genesis. The term was used throughout in a very broad and general sense to cover all 
behavior patterns in which feelings constitute a factor and the body as a whole is mobilized 
in attitudes of readiness for action. However, later studies gradually brought to light an 
important new distinction between goal-oriented attitudes that are mobilized for progres- 
sive effort to attain some biological necessity and those that interfere with such progressive 
effort, changing the course of action through a shift of orientation from the goal to the 
interfering obstacle as an object of most immediate concern. 

As a result of these further studies, the following contrasting categories of attitudinal 
behavior, both of them accompanied by feeling states, were differentiated and reported:*: ® 
(1) Goal orientation, an undivided, forward-looking attitude with an always desirable and 
more or less distant objective, and (2) frustration, a condition in which too much inter- 
ference disrupts the undivided attitude, resulting in fixation on the obstacle and a complex 
of incompatible orientations that interfere with one another. (Although the term goal 
orientation appears from time to time in psychological literature, it is very far from having 
reached the status of a basic concept of mature behavior such as we are proposing here.) 

In addition to these contrasting categories, which we have come to consider as essential 


* Director of Research Project for the Study of Motor Attitudes, New York State Psychiatric Institute, 
New York, N. Y.; formerly Research Associate in Psychiatry, College of Physicians and Surgeons, Columbia 
University (1940-1950). 
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for a comprehensive grasp of human behavior, two interlocking types of frustrational be- 
havior have been studied under the headings of emotion and depression and reported in 
their relation to each other and to goal orientation. 

These patterns of behavior, in which goal orientation is disrupted by frustration, which 
leads to emotion and/or depression, are all considered to be fundamental manifestations of 
the generic body-mind relationship that is the core of attitude theory. 


ATTITUDE THEORY 


The preliminary stage in every kind of action is attitudinal, by which we mean postural 
with orienting tensions. Some portion of the organism has to be stabilized and oriented 
before movement can take place, and this is true even when the movement is spontaneous, 
with no delay between the attitude and action stages. However, as Sherrington has pointed 
out, much of the reflex reaction of the skeletal musculature is not motile but postural, the 
result being not a movement but the steady maintenance of attitude. It is under these 
conditions,*when blocking or delay occurs after the reflex (involuntary) setting-up of a 
preparatory attitude, that feeling enters the picture. 

Attitude theory is, then, the concept that preparatory motor attitude prevented from 
going into action gives rise to feeling states, or, to put it the other way around, feelings are 
explained as secondary to and dependent on bodily preparation for action that is maintained 
in the preliminary stage of readiness. Feelings are brought about through feedback, by 
way of proprioceptive and interoceptive sensory pathways to the brain, from the activities 
of the striped muscles and viscera that are engaged in maintaining the motor readiness for 
action. (The relating of attitude theory to the original theory of the conditioned reflex, 
which is based on an altogether different aspect of motor readiness for action, has not as 
yet been undertaken.) 

In its reversal of the commonly held belief that feeling comes before behavior and is 
caused directly by a stimulus, this concept obviously resembles James’ theory of emotion. 
It differs from James’ theory, however, in being applicable far beyond the confines of emotion, 
and in stressing readiness for action, not action itself, as responsible for feeling states. Thus, 
according to attitude theory, we are sorry because of readiness to cry, angry because of 
readiness to strike, and afraid because of readiness to run away, and not because of actually 
crying, hitting out, or running, as James explained the sequence. 

This developmental departure from the James-Lange theory has opened up new avenues 
of research in various directions. For one thing, it provides a meeting ground for some 
important psychological and neurological conceptions, since the orienting factor in prepara- 
tory motor attitude can be approached from either point of view. The breakdown of the 
visual orienting mechanism that subserves binocular coordination has been explored in 
pilot studies’~* aimed at laying the foundations for such a meeting ground, and evidence 
has been gathered from various other sources for believing that in binocular breakdown we 
have the outward sign of an organizational split in central nervous system functioning. 
(Michaux has pointed out that kinetic strabismus, as observed in discordant psychoses, has 
a doctrinal as well as diagnostic value: “it shows a discordance in the heart of a function, 
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of a neurological function, easily demonstrable, the oculogyric motility.’’ Such a discord- 
ance, he says, “seems to point out a kind of staggering between the two hemispheres, and 
this staggering is perhaps related to the pathogeny of most of the symptoms of dementia 
praecox.’° The author feels that tonic strabismus may be considered an attitudinal phase 
of the same phenomenon.) It was through a gradual understanding of visual orientation 
and its evolutionary link with locomotion that the nature of the physiologic substructure 
of the goal-directed process became apparent. It is to be hoped that investigations in this 
promising field of inquiry will be continued in the future. 

By far the most important practical use of attitude theory to date is in the field of human 
behavior, where it has supplied a new approach to the study and classification of behavior 
patterns and the establishment of the categories listed previously. These categories lend 
themselves to inspection and comparison in the preliminary stage of attitude in ways that 
are impossible during the follow-up in action. The reason for this is simply that in attitude 
we have a set of tensions that is steadily maintained as readiness, in contrast to the shifting 
and variable character of tensions in the action stage, and, although it is true that the tonic 
orienting tensions are carried over into action, they become so intermeshed with clonic 
tensions that there is no determinable borderline between the two. In short, the attitude 
is not available for study after the action has begun. 


SEQUENCE OF BEHAVIOR CATEGORIES 


In the course of studying the different categories of attitude plus feeling, there has gradu- 
ally emerged the concept of a downward sequence in the underlying mechanisms, repre- 
senting a descent in levels of nervous integration and laying neurological foundations for 
an attitude psychology. At the summit is the integrative mechanism of goal orientation, 
subserving a forward-looking motor attitude for which there is abundant evidence of cortical 
control, in contrast with the subcortical origin of all frustrational patterns. With the break- 
down of this mechanism comes the too familiar release of lower-level patterns, related to 
goal orientation and to one another in the following manner: Goal orientation, a biological 
norm, the most highly organized and intelligent form of purposive behavior, gives rise to 
feelings of making progress and having an aim. The breakdown, through interference, of 
goal orientation, or any other less developed form of purpose, results in frustration. Ele- 
mentary and more or less clear-cut patterns of attitude and feeling may arise from break- 
down, and are commonly referred to as emotion.* If such clear-cut patterns fail to emerge, 
the result is a complex of tensions felt as depression, in which frustration has now become a 
problem in itself. 

The sequence of these categories of attitudinal behavior, the sequences operative within 
each category, and the dynamic interrelationships of the categories with each other lead to 
a unitary concept of behavior that is the basis of attitude psychology. The key to the 
formulation of this unitary concept is the generic relationship of motor attitude to feeling 
states first brought out in the original attitude theory of emotion. 





* The distinction between pleasant and unpleasant emotions has been made elsewhere.® 
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The behavior sequence described is now in the process of being extended to include an 
endless variety of attitudes preparatory for escaping from the discomforts and disadvantages 
of depression or mitigating them. These patterns, together with their side effects, are 
considered as belonging in a single category, unnamed as yet; exhaustive study and eventu- 
ally classification of these patterns are needed. An important part of such a study should 
be the way in which these patterns, which are most readily understood in terms of escape 
and/or comfort, can become established in relation to depression as habit formation, or 
even as part of a personality formation, and in this way constitute a formidable obstacle to 


goal-directed purpose. 


GOAL ORIENTATION—A NEW THEORY OF HUMAN POTENTIAL 


The concept of goal orientation as a top-level motor attitude, inherited from our animal 
ancestors and thus instinctive, like emotion, yet definitely nonemotional, is essential 
to the unitary concept of behavior as presented. According to this theory, goal orientation, 
being both undivided and cortically initiated, subserves the most intelligent behavior of 
which mankind is capable, while incorporating various intellectual processes, as these are 


A neuromuscular mechanism has been proposed to explain the 


needed for its purpose. 
The author 


feelings and behavior that are characteristic of goal-oriented functioning.‘ 
contends that this important type of readiness should now be given status in physiological 
psychology as a subject for intensive neurological investigation. 

In the meantime, a frame of reference is provided by attitude psychology within which 
the goal-directed, forward-looking attitude can be distinguished with precision from atti- 
tudes that are the product of frustration and are either target-oriented (for attack) or bent 
on finding some escape that aims at comfort and/or succor, the latter being to a large extent 
imaginary. This distinction holds whether the frustrational confusion is intrapersonal or 


interpersonal—or international. 
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LEGAL ASPECTS OF PSYCHIATRY 


46. The Family Physician and the Adolescent Delinquent. SEYMOUR L. HALLECK AND 
MARVIN HERSKO, Madison, Wis. J.A.M.A. 170:1153-1156, July 4, 1959. 


In cases of adolescent delinquency the family physician may be called upon for help by 
the court, the parents, or the child himself. The request for help can come from the ado- 
lescent even before he is in serious trouble, but it may be disguised in terms of concern for 
his bodily functions. In a society that is extremely critical of parents of delinquent children, 
the parents have to deal with community feelings of disapproval as well as the troublesome 
behavior of their children. A vicious circle develops in which the parents treat their child 
as a bad person and the child becomes convinced that he has been rejected. Sometimes the 
physician can break this circle by emphasizing the positive perscnality attributes of all 
concerned. Some adolescents who are unable to develop close relationships with their 
parents are able to develop them with other adults, and such relationships, often informal, 
may be accompanied by rapid disappearance of delinquent behavior. In a sense the de- 
linquent almost “‘borrows”’ the physician’s strengths and controls as he attempts to identify 
with him. Thus, there are many ways in which a physician can be of service to the delin- 
quent and his parents, and many of these services are extremely gratifying. 7 references.— 
Author’s abstract. 


47. Credibility of the Witness. LEO L. ORENSTEIN, New York, N. Y. Internat. Rec. Med. 
172:623-628, Oct., 1959. 


Witness credibility is discussed from a psychodynamic point of view. The author, a 
practicing psychoanalyst with extensive experience in forensic psychiatry, calls attention 
to the role of unconscious determinants that bear on courtroom practices and results. Per- 
ception and memory are examined in the light of newer insights that followed Freud’s dis- 
coveries of the role of the unconscious motivation for human behavior. Since human be- 
havior is considered to be the product of inner drives, credibility of a witness depends not 
only on what he says but also on how those hearing his testimony react to it and to him. 
Experts (including physicians), like other human beings, vary in their capacity for ob- 
jectivity. Absolute objectivity becomes difficult to achieve even for the person with great 
integrity. The author calls attention to the fact that honest difference of opinion, so com- 
mon in medical forums, may lead to suspicious reactions when voiced from the witness 
stand. The writer concerns himself with several categories of witnesses in addition to the 
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expert in the person of a physician. The role of the “complaining witness,” or accuser, is 
discussed in the light of much documentation that innocent people have been convicted on 
the basis of testimony from hostile witnesses. Brief reference is made to the question whether 
trial by jury is the most effective method for administration of justice within the framework 
of a democratic system. The article emphasizes in its concluding statements the need for 
furthering understanding between the legal and medical professions. 11 references.— 
Author’s abstract. 


48. Pharmacodynamics and Psychiatric Investigation, LAWRENCE ZELIC FREEDMAN, New 
Haven, Conn. Internat. Rec. Med. 172:617-622, Oct., 1959. 


It is morally wrong and technically unfeasible to use drugs to force confessions within a 
democratic system. However, medicinals such as scopolamine and the barbiturates, in- 
cluding thiopental sodium and amobarbital sodium, alter the brain metabolism and the 
psychological adjustment of the patient and thus have potential value in studying the 
origins of crime. Large doses of amobarbital sodium cause deep sleep, fall in systolic blood 
pressure, fall in temperature, moderate diminution in basal metabolic rate, and slight 
diminution in uptake of oxygen and dextrose by the brain. Relatively small doses cause 
drowsiness, slight fall in systolic blood pressure, slight fall in temperature, and variable 
effects on the basal metabolic rate. The cerebral hemispheres are predominantly involved, 
but other parts of the brain suffer increasing inhibition of oxidation as deep levels of an- 
esthesia are produced. Encephalographically, the high-voltage fast activity appears first 
in the frontal leads, then in the parietal leads, and finally in the occipital leads, and dis- 
appears in the reverse order. 

Response to amobarbital is affected by personality structure, tolerance for the drug (in- 
cluding physiological and biochemical), and psychological stimuli impinging on the subject. 
The author employed amobarbital sodium in investigating the personalities of men accused 
of various civilian and military antisocial acts ranging from character disorders and neuroses 
to psychoses and including mild delinquency as well as murder. Information obtained 
under the influence of the drug was useful only when integrated into the patient’s con- 
flictual tendencies and anxieties. The verbalized material could be valued neither as repre- 
sentative of proved deeds nor as demonstrated fact, but simply as psychological data— 
meaningful only in the context of the author’s clinical knowledge of the patient. Never- 
theless, with proper concern for its limitations, a drug-induced interview may be a worth- 
while adjunct to otherwise thorough psychiatric treatment. Under certain conditions, it 
may enable a psychiatrist to ascertain more quickly the depth and type of mental illness 
and may permit easier expression and easier relearning freed from paralyzing anxiety. A 
most meaningful use of the amobarbital interview is for research into motivation and psy- 
chogenesis of antisocial behavior. 46 references.—Author’s abstract. 


49. The “Test’’ of Criminal Insanity: Recent Developments. HENRY WEIHOFEN, Albuquer- 
que, N. M. Internat. Rec. Med. 172:638-643, Oct., 1959. 


Of recent developments in the law governing insanity as a criminal defense, the District 
of Columbia case of Durham versus United States, in 1954, has had the most marked cata- 


152 volume xxi, number 2, June, 1960 

























JOURNAL OF CLINICAL AND EXPERIMENTAL PSYCHOPATHOLOGY 


























lytic effect. The court there rejected the traditional right-and-wrong test and adopted a 
radically different one: “that the accused is not criminally responsible if his unlawful act 
was the product of mental disease or mental defect.’’ The Durham case has probably 
weakened the traditional rule in several indirect ways. Commissions or other bodies have 
been set up to study the subject in New York, Massachusetts, and Pennsylvania. The 
American Law Institute has been working on a model penal code. Its proposed test of the 
mental irresponsible is “substantial incapacity either to appreciate the criminality of his 
conduct or to conform his conduct to the requirements of law.’’ The British Royal Com- 
mission on Capital Punishment, appointed in 1949, recommended leaving it to the jury 
“to determine whether at the time of the act the accused was suffering from disease of the 
mind (or mental deficiency) to such a degree that he ought not to be held responsible.’ 
This has been adopted, not in England, but in New Mexico. One important development 
during this century would short-circuit the entire issue of irresponsibility: the increasing 
use of procedures to dispose of special cases (e.g., juveniles, sex offenders, drug addicts, 
alcoholics) without criminal prosecution. 15 references.—Author’s abstract. 


ALCOHOLISM AND DRUG ADDICTION 


50. The Chronic Alcoholic. FITZHUGH C. PANNILL AND JACKSON A. SMITH, Corsicana, Texas. 
J.A.M.A. 171:2299-2303, Dec. 26, 1959. 


The treatment of the alcoholic after a prolonged bout of alcohol ingestion must consist 
of two phases: first, the management of the patient immediately after cessation of drink- 
ing; second, an effort to prevent his resuming the previous drinking pattern. The first 
part is primarily medical treatment and may constitute a medical emergency. It is best 
accomplished in a hospital; the community hospital should assume responsibility for this 
phase. The second part is principally concerned with the emotional aspects of the patient 
and concerns all persons who come in contact with him. A knowledge of the metabolic 
pathways of alcohol in the body is essential; since it is distributed in all body tissues, its 
effects on the liver, central nervous system, and gastrointestinal tract may have resulted 
in damage. The patient is a pitiful sight; he is frightened, depressed, weak, restless, and 
unable to sleep. He has a tremor; he may have delirium tremens or be hallucinating. Treat- 
ment must consist of correction of dehydration and malnutrition, and must substitute 
another medicament for the depressing drug, alcohol, which the patient can no longer 
tolerate. 

Probably the greatest barrier to successful treatment of the alcoholic patient is one that 
is unconsciously assumed by the physician at the first visit, an instinctive attitude of su- 
periority over the patient. Following up the alcoholic after he regains sobriety is a tre- 
mendous responsibility for the family physician, as he must try to help a patient who does 
not admit his own disease and who shows little or no motivation for remaining sober. The 
physician must show the patient by his attitude that he feels that this is an illness worthy 
of medical care. The use of drugs has a place, but the combined efforts of family, clergy, 
local Alcoholics Anonymous unit, and physician must be united for lasting cures. 12 refer- 
ences.—Author’s abstract. 
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51. Cerebellar Dysfunction Associated with Chronic Alcoholism. JOHN BARRY DECKER, 
CHARLES E. WELLS, AND FLETCHER MC DOWELL, New York, N. Y. Neurology 9:361—366, 


1959. 


Although Greenfield has stated that no differential diagnosis between different forms of 
cerebellar and spinocerebellar disease is possible during life, we have recently observed a 
group of patients whose history, signs, and clinical course are similar enough to set them aside 
from the mass of these disorders. During the past three years, 10 patients with cerebellar 
system disease associated with chronic alcoholism have been observed at Bellevue Hospital. 
These patients were free of other nervous system diseases that might interfere with a clinical 
diagnosis of cerebellar disease. Symptoms of cerebellar system disease in this group were 
classic—a wide-based, reeling gait; decomposition of compound movements of the extremities 
including dysmetria on point-to-point tests and breakdown of rapid alternating movements; 
impaired check movements and overactive rebound; and hypoactive tendon reflexes. All 
patients had these signs to varying degrees. Omitted from this series were patients with signs 
of dysfunction of the corticospinal tracts, evidence of sensory loss other than minimal impair- 
ment of vibration perception in the feet, hereditary tendency to neruomuscular disease, 
previous trauma associated with the onset of cerebellar symptoms, and evidence on 
physical examination or laboratory studies of other diseases known to cause central 
nervous system dysfunction. The striking features are the long duration of alcoholism 
prior to onset of symptoms, absence of extreme nutritional deprivations, the much greater 
involvement of the lower extremities, the improvement with abstinence and hospital care, 
and the tendency for relapse to occur. No similar disorders had occurred in the family of 
any patient. 21 references.—Author’s abstract. 


CLINICAL PSYCHIATRY 


52. A Preliminary Experiment on Paranoid Delusions. M. B. SHAPIRO AND A. T. RAVEN- 
ETTE, London, England. J. Ment. Sc. 105:295-312, April, 1959. 


The authors believe that nearly all research projects in clinical psychology can be criti- 
cized on at least one of the following grounds: (1) The psychological dysfunctions that bring 
patients into hospitals tend to be neglected in favor of a variety of test performances that 
have only a hypothetical or indirect relationship to the immediately relevant clinical vari- 
ables. (2) Statistical manipulation of data is emphasized at the expense of experimental ma- 
nipulation. (3) The main concern is the proof of relatively speculative theories, rather than 
the investigation of clearly important groups of phenomena. 

An experiment on the beliefs of a paranoid patient is reported as an illustration of an 
alternative approach, in which clinically relevant phenomena are systematically manipu- 
lated in the single case. The patient concerned was a 38 year old man with a Wechsler Full 
Scale I.Q. of 126 and a diagnosis of paranoid schizophrenia. The aim of the experiment 
was to test the generally accepted notion that rational discussion has no effect on paranoid 
beliefs. The experimenters had eight discussions with the patient, during which he was 
treated with rigorous consistency as an equal. The palpable falseness of his paranoid 
beliefs was exposed in these discussions. As a control of the effects of mere discussion and 
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personal contact, another eight discussions were held with the patient on his feelings of 
guilt concerning parts of his past behavior. The two types of discussion, those of paranoid 
belief and guilt, were held in a balanced order. The dependent variables consisted of spe- 
cially constructed questionnaires measuring the strength of the patient’s paranoid beliefs 
and guilt feelings. The main outcomes of the experiment were as follows: (1) The strength 
of the paranoid beliefs became significantly weaker over the whole period of discussion, 
while the guilt feelings did not change. (2) There was no immediate reaction, in strength 
of guilt or paranoia, to both types of discussion. (3) There was a delayed reaction of the 
paranoid beliefs over the weekends, during which no discussions took place. The paranoid 
beliefs became weaker after the discussion of paranoia and stronger after the discussion of 
guilt. The guilt feelings showed no such reactions. The weaknesses in the experiment are 
pointed out and its essentially illustrative character is emphasized. 18 references. 1 figure. 
5 tables.—Author’s abstract. 


53. Obsessions of Infanticide. A. H. CHAPMAN, Kansas City, Kan. A.M.A. Arch. Gen. 
Psychiat. 1:12—16, July, 1959. 


A particular type of obsessive disorder occasionally seen in young women consists of the 
coupled obsessions that they will become insane and that they will murder their children. 
Such women are usually fearfully obsessed with the idea that they will murder their children, 
who are usually under the age of puberty, and that insanity will precede the act or begin 
with it. There is much anxiety and a minor depressive thread in them. The obsessions are 
accompanied by vivid fantasies of the way they may commit the act and their incarceration 
in prisons or mental hospitals thereafter. 

Twenty women between the ages of 20 and 45 who had this type of syndrome were studied. 
They had had their symptoms from a few weeks to several years before coming for psy- 
chiatric evaluation and help. None of these patients showed psychotic tendencies in either 
clinical or psychometric testing evaluations. There was no uniform psychopathology behind 
their symptoms. The largest single group consisted of very passive women who were unable 
to express hostile or aggressive feelings; their suppressed feelings of hostility found a symp- 
tomatic expression in the fear of a catastrophic explosion of these feelings in infanticide. 
Another large group had experienced sexual trauma of an overt nature in their childhood, 
leaving them with chaotically ambivalent feelings toward persons of both sexes. These 
patients as a rule did well in psychotherapy, lasting from a few months to a year and a half. 
None were hospitalized; supportive sedative medication was used during periods of painful 
anxiety. This type of disorder is felt to be far more common than has been reflected in the 
medical literature, where no previous studies of this disorder have appeared. 2 references. 
—Author’s abstract. 


54. Trials and Tribulations. A. A. BAKER AND J. G, THORPE, Surrey, England. J. Ment. 
Sc. 105:1082-1087, July, 1959. 


This paper discusses the use of clinical trials in psychiatry and the particular problems 
posed by this branch of medicine. From the clinical aspect, there is limited agreement on 
diagnoses, which vary from doctor to doctor and from hospital to hospital. Also, psy- 
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chiatric patients respond as much to their human environment as to any specific form of 
treatment. The results of drug trials should not be considered outside the context of the 
human environment in which they took place. It is not possible to compare groups treated 
in different hospitals, in different wards, or at different times. Finally, under present 
conditions, the ability of groups of patients to respond to any specific treatment may be 
limited by the previous therapy they have had. Consideration is given to the application of 
statistical methods and the logic of statistical analysis. In theory, a drug trial is an ex- 
ample of a scientific technique that attempts to establish a causal relationship between 
drugs and subsequent effect. The three factors that can alter the final status of patients 
in drug trials are the presence or absence of the drug, the possibility that the two groups 
differ in their ability to respond, and the possibility that the two groups receive different 
treatment over or above the presence or absence of the drug. Statistical analyses applied 
to drug trials enable us to estimate only the degree of error due to the first type of difference. 
It is suggested that psychiatry should be concerned with the effect of treatments used in a 
normal therapeutic atmosphere, not in the atmosphere of doubt induced by so-called “blind 
trials.’’ Psychiatrists should consider methods of recording human expectations and hopes 
rather than techniques for deception. Reports on clinical trials are of limited value unless 
sufficient information is given not only about the design of the trial but also about the total 
physical and human environment in which it takes place. 4 references.—Author’s abstract. 


55. Clinical Syndromes in Depressive States. MAX HAMILTON AND JACK M. WHITE, Leeds, 
England. J. Ment. Sc. 105:985-998, July, 1959. 


Sixty-four depressed male patients were classified etiologically into the following groups: 
endogenous, doubtful endogenous, doubtful reactive, and reactive depressive. They were 
then evaluated by means of a rating scale for depressive states. Analysis of results yielded 
the following information: There were significant differences in means between the groups 
with respect to total score and in scores in the first factor of the rating scale, demonstrating 
the greater severity of endogenous depression (as opposed to reactive) and indicating that 
the first factor, which appeared to measure retarded depression, was also a measure of 
endogenous depression. Significant differences among the four groups in scores on depressed 
mood, guilt, suicidal tendencies, delayed insomnia, retardation and loss of insight, symptoms 
regarded as characteristic of retarded depression, confirmed that endogenous depression was 
of the retarded type. In addition to the quantitative difference from other depressive types, 
data suggested that patients with endogenous depression also constituted a qualitatively 
different population, though this finding did not achieve acceptable statistical significance. 
When a subgroup of 8 patients exhibiting obviously abnormal (“psychopathic’’) person- 
alities was compared with the rest, it was found that this group scored significantly higher 
on the fourth factor of the rating scale, thus confirming a relationship between this factor 
and abnormal personality. Patients with abnormal personality scored significantly lower 
than others on guilt, delayed insomnia, loss of interest, gastrointestinal symptoms, loss of 
weight, and age. It was suggested that this group of symptoms might be regarded as a 
distinct syndrome of reactive depression occurring in patients with abnormal personality. 
1 reference. 6 tables.—Author’s abstract. 
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56. Rhythms, Cycles and Periods in Health and Disease. FRANKLIN S. DUBOIS, New Canaan, 
Conn. Am. J. Psychiat. 116:114-119, Aug., 1959. 


In a study of time from the psychological viewpoint, it has become apparent that not 
only the sense of time but also a variety of recurrent phenomena related to time influence 
man in his adjustment. In view of this fact, current thinking in regard to certain rhythmic, 
cyclic, and periodic activities and the role they play in health and disease is reviewed. 
Numerous investigations are cited to support the conclusion that periodicity is manifest in 
many of the biologic processes of man. The menses of women are the best known of such 
phenomena, but many other regularly repetitive physiologic variations have been scien- 
tifically validated. Among these are changes in the body temperature, in the rate of the 
heart beat, basal metabolic rate, blood sugar level, number of leucocytes in the blood, 
hemoglobin, plasma protein, and the urinary excretion of water, chloride, and urea. Man’s 
physical and emotional health is influenced favorably by rhythms in many ways. The 
organization of daily activities on the basis of repetitive patterns makes for greater efficiency 
and effectiveness. Work rhythmically performed is easier and reduces physical fatigue. 
Moreover, man’s emotional life is nourished by the rhythms of music, dancing, poetry, and 
the periodic beauties of nature. Disease processes are also influenced by perceptible peri- 
odicity. From the time of Galen, physicians have been aware of the regular recurrence of 
certain illnesses. Earlier reports on a group of apparently unrelated regularly recurring 
physical disorders (fever, abdominalgia, arthralgia, neutropenia, purpura, and edema) have 
recently been correlated and collected into a clinical entity designated “periodic disease.”’ 
Similarly, there is abundant evidence that cyclic activity occurs in practically all nosological 
psychiatric entities. Certainly it is present in manic-depressive disease, schizophrenia, and 
organic brain syndromes. Probably it is a component of certain behavior disorders in chil- 
dren, and possibly it contributes to the symptoms of the neuroses. 

Among the theories as to the origin and perpetuation of recurring activities are the belief 
that such phenomena are related to shifts in nitrogen balance, disturbance of the function 
of the thyroid and pituitary glands with changes in the hypothalamus, an imbalance of the 
endocrine system, hormone accumulation and release, or exogenous factors such as changes 
in light, meteorological conditions, phases of the moon, cosmic radiation, and the solar cycle. 
None of these theories has been completely validated. The true nature of rhythms, cycles, 
and periods remains a challenge to future investigations. 16 references.—Author’s abstract. 


57. Parents of Schizophrenics, Neurotics, and Normals. SEYMOUR FISHER, INA BOYD, DONALD 
WALKER, AND DIANNE SHEER, Houston, Texas. A.M.A. Arch. Gen. Psychiat. 1 :149-166, 


Aug., 1959. 


This study concerned itself with testing the hypothesis that the degree of personality 
pathology manifested by a patient is a function of the degree of pathology characterizing 
his parents. The parents of 20 normal men, 20 neurotic men, and 20 schizophrenic men were 
compared with one another by means of a battery of techniques that included measures 
not only of individual functioning but also of spouse interaction patterns. It was found 
that parents of normal men are individually less maladjusted than parents of neurotics 
and parents of schizophrenics. There were no apparent differences in this respect between 


volume xxi, number 2, June, 1960 157 


AND QUARTERLY REVIEW OF PSYCHIATRY AND NEUROLOGY 








parents of neurotics and parents of schizophrenics. It was further shown that both parents 
of normals and parents of neurotics may be distinguished from parents of schizophrenics 
by having closer, more harmoniously intercommunicating spouse relationships. 15 references. 
4 tables.—Author’s abstract. 


58. Episodic Behavioral Disorders—Schizophrenia or Epilepsy? RUSSELL R. MONROE, 
New Orleans, La. A.M.A. Arch. Gen. Psychiat. 1 :205-214, Aug., 1959. 


This is a report of 20 hospitalized patients who demonstrated a-chloralose-activated 
cerebral paroxysmal hypersynchronous activity, even though repeated base line recordings 
were normal in 17 and borderline in the other 3. Nine of the patients had infrequent symptoms 
suggestive of epilepsy, but the predominant symptomatology was that of an episodic be- 
havioral disorder, severe enough to be considered a manifestation of schizophrenia in 19 
of the 20 patients. Aside from the episodic nature of the disorder, with its acute onset and 
remission, the outstanding symptoms were acting out of aggressive and depressive impulses, 
frequent homicidal and suicidal behavior, acting out of sexual impulses, emotional instability, 
and feelings of depersonalization or unreality. Hallucinations and delusions were less 
frequent. Clouding of sensorium and memory impairment, although occurring, were mini- 
mal. At a descriptive level, the clinical symptomatology suggests a diagnostic category 
intermediate between epilepsy and schizophrenia. It is suggested that the clinical manifesta- 
tions of these supposedly qualitatively different disorders, that is, schizophrenia and epilepsy, 
are dependent upon the extent of hypersynchronous activity as well as on the neurophysio- 
logic systems involved. A brief comment on the author’s therapeutic experiences with this 
particular group is included. 12 references. 2 tables.—Author’s abstract. 


59. Neurophysiologic Varients in Schizophrenia. HARRY VANDER KAMP, JOHN BERGHORST, 
AND RUSSELL N. DEJONG, Battle Creek, Mich. A.M.A. Arch. Gen. Psychiat. ] :250—252, 
Sept., 1959. 


Patients hospitalized for schizophrenia show marked differences in their response to therapy. 
To date there are no accurate guides to the prognosis in this disease. Varied methods of 
treatment fail to alter appreciably the natural course of this ilness. Schizophrenia has been 
described as a genetically determined, biochemical metabolic abnormality, and the defect 
appears to be located on the region of the reticular formation the hypothalamus, thalamus, 
and limbic system. This area serves a generalized integrative function as well as forming 
the anatomic background for personality structuring. In this study the integrative capacity 
was evaluated by disturbing the homeostatic balance existing between the sympathetic 
and parasympathetic systems. Methacholine was administered to 150 patients on admission 
to the hospital, and disturbances in their autonomic functions were measured. A marked 
variation in response to this drug was noted. One could not predict the type of response by 
a review of the patients’ psychotic manifestations. Methacholine was also given to 50 
chronic institutionalized patients. These showed a minimal response. A review of the 
clinical histories of patients so tested, following an interval of three to four years, revealed 
that those showing a marked response to the drug recovered within a few months when the 
precipitating stress was removed (decompensated schizoadoptive). Others who responded 
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moderately left the hospital but failed to make a satisfactory social or economic adjustment 
(schizotypal disintegration), and those showing a minimal response required continued 
hospitalization (schizotypal deterioration). The methacholine response in schizophrenics 
indicates variants in adrenergic factors. Once this biochemical abnormality is dscovered, 
an antimetabolite can be produced and active medical treatment instituted. 13 references. 
—Author’s abstract. 


60. Mental Illness, Reversible and Irreversible. FRANKLIN G. EBAUGH, Denver, Colo. 
J.A.M.A. 171:377-380, Sept. 26, 1959. 


The large mental hospital, once a welcome haven and lantern of hope in the treatment of 
emotional disturbance, has now become a liability on the national mental health scene. 
Overcrowded, understaffed, and ill-equipped to provide the milieu and relationship therapy 
consistent with modern psychiatric concepts, the hospital means a dead end for too many 
patients. It is proposed that, through realignment of our existing resources, we provide 
more effective treatment for more people, and most particularly that we reverse the ir- 
reversible trend of mental illness that leads to custodial hospitalization. The community 
should be the first and not the last zone of defense against mental illness. The general 
physician, who has the closest communication with the community, should assume a guiding 
role in this program. As he shoulders this responsibility, he will also resolve some of the 
major problems of his practice. The long-term process of increasing psychiatric manpower 
through proper training and motivation can be supplemented by using existing resources 
that are now being wasted. A major advantage of community organization is that immedi- 
ate treatment can be given in psychiatric emergencies, when the illness is most easily re- 
versible. This, in turn, will reduce secondary social problems such as suicides, alcoholism, 
divorce, narcotic addiction, and delinquency. Closer integration of psychiatric medicine 
with general medicine will increase the effectiveness of both. Emergency psychiatric clinics 
in general hospitals, psychiatric units in general hospitals, more outpatient mental hygiene 
facilities, ‘“‘open’’ and ‘“‘day-and-night’’ hospitals for patients who can benefit from partial 
community participation, graded employment rehabilitation, and increased use of social 
agencies and citizen groups can contribute to resolving the problem. Mental hospitals 
should be smaller, better distributed, and closer to population centers. The aim is treat- 
ment of the patient quickly, in his own milieu, without destruction of the positive aspect 
of his life role. 1 reference. 1 table-—Author’s abstract. 


61. The Psychology of Schizophrenia. HAROLD A. RASHKIS AND ROBERT D. SINGER, Phila- 
delphia, Pa. A.M.A. Arch. Gen. Psychiat. 1:406-—416, Oct., 1959. 


This paper contends that psychiatry should be based on science and consequently that 
psychiatric observation should be related to the laws of psychology. The “double-bind’’ 
hypothesis of Bateson and Jackson is thus analyzed in terms of already known psychological 
laws of conflict and learning theory. The double bind is shown to be a particular type of 
conflict situation that can lead to high anxiety. Failure to reduce this anxiety leaves the 
person in a chronic state of agitation that may lead to schizophrenia. The double bind 
does not furnish an abstract and general enough explanation to account for schizophrenia. 
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The concept of organization factor is therefore introduced as being superior from the sci- 
entific viewpoint and leading to an empirically verifiable research program. Schizophrenia 
is seen as a state of disorganization, regardless of the cause, where the ability to pay atten- 
tion and the ability to coordinate various central cognitive and emotional functions becomes 
disrupted. A strong organization factor is seen to be the joint outcome of genetics and 
psychological development. The psychological factors seen to be most important are 
breadth and variety of experience, discipline (rewards and punishments), and love (as 
operationally defined). An experimental program investigating genetic, cognitive, and 
interpersonal factors testing various aspects of organization factor is suggested. 23 refer- 
ences.—Author’s abstract. 


62. The Family of the Schizophrenic: A Model System. JAY HALEY, Palo Alto, Calif. J. 
Nerv. & Ment. Dis. 129:357-374, Oct., 1959. 


This paper is a report on some aspects of the theory and method of the project for the study 
of schizophrenic communication. The behavior of the schizophrenic is described as adaptive 
to a particular kind of family organization. An excerpt froma recording of parents and schizo- 
phrenic child talking together is analyzed to illustrate the interaction in this type of family. 
The approach emphasizes the communicative behavior of family members rather than their 
ideas, beliefs, or psychodynamic conflicts. In this approach, any one type of family is seen 
as establishing and following certain rules and prohibitions that are classifiable as different 
from those of other families. Given all the possible ways a 3 person family might interact 
in terms of kinds of coalitions, leadership patterns, ways of handling blame, and so on, any 
one type of family will confine itself to a limited range. This range is established by the family 
members, each behaving like a “‘governor’’ that sets the rules of the family system. As 
the family members circumscribe each other’s behavior, they establish implicit rules and 
prohibitions that can be analyzed as the repetitive patterns of a homeostatic system. The 
identified schizophrenic in a family manifests psychotic behavior as a result of, and as a way 
of adapting to and perpetuating, this type of family system. Psychotic communication is 
said to occur when the identified patient is in a situation where he must respond to two or 
more family prohibitions that are in conflict with each other. In order to adapt to prohibi- 
tions that are incompatible, he must manifest levels of communication that are incompatible. 
He, therefore, labels his communication as not originating with him in relation to this person 
at this time and this place and so becomes classifiable as withdrawn from reality. 23 references. 
—Author’s abstract. 


63. Some Family Operations and Schizophrenia. A Study of Five Hospitalized Families 
Each with a Schizophrenic Member. WARREN M. BRODEY, Bethesda, Md. A.M.A. 
Arch. Gen. Psychiat. 1:379-402, Oct., 1959. 


This paper derives from direct daily experience over a period of 21% years with a series 
of five families who have lived as family units within the research hospital setting. During 
this time, family groups have participated together, as family units, in daily therapy meet- 
ings. This situation is unique in providing an opportunity to observe the detailed day to 
day interaction of the family members with each other and with the staff. It is considered 
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that this special situation, though in many respects not representative of the family life at 
home, has allowed the observer to assume a vantage point for observation that provides 
new material to be dealt with. Two areas have come into focus from the vantage point 
assumed. The first is the family unit structure, and the second the comparison between 
what is reported by the family members to have occurred and what is actually observed. 
A premise that is utilized in structuring the observations made is symbolized in the term 
“circular causality,’’ and is stated as the belief that in social interaction what is produced 
by the cause simultaneously affects the causal force. From the continuity of observations 
made, two concepts have been used as a framework for the presentation of the data. These 
concepts are called externalization (a mechanism of defense defined as projection plus the 
selective use of reality for verification of the projection) and the narcissistic relationship 
(a way of relating defined as a relationship with a projected part of self as mirrored in the 
behavior of another). These concepts are used in the second part of the paper to formulate 
a construct that represents an effort to remobilize from the family histories presented and 
observations made the dynamic development of the predicament observed within the 
families during their hospital stay. The construct develops and progressively utilizes a 
third concept: that the conflict of the family expressed in its structure and operations has 
many features in common with the structure and operations biologically appropriate during 
the symbiotic stage of human development. 19 references.—Author’s abstract. 


64. Suicide in Adolescents. BENJAMIN H. BALSER AND JAMES F. MASTERSON, JR., New York, 
N. Y. Am. J. Psychiat. 116:400-404, Nov., 1959. 


A review of the literature on suicide in adolescents is presented, and the paucity of in- 
formation is commented on. The picture of the adolescent patient who will attempt suicide 
may be reconstructed in approximately the following way: He is an individual who is de- 
lusional in varying degrees, withdrawn, spending a considerable amount of time in fantasy 
activity, with little if any somatic complaints, but constructing a picture of supposed wrongs 
done to him by associates, parents, or siblings. This individual may show very little overt 
anxiety and may or may not have complaints of feelings of depression. Sleep and appetite 
may be totally undisturbed. This picture contrasts quite sharply with the depressive 
reaction ordinarily seen in the adult who makes a suicidal attempt. In adults the relation- 
ship between affective disorders and suicide has been established. In adolescents it would 
seem that this relationship exists between schizophrenic reaction and suicidal attempt 
rather than between affective disorder and suicidal attempts. 22 references. 1 table.— 


Author’s abstract. 


PSYCHIATRY OF CHILDHOOD 


65. Metabolic Studies in Childhood Schizophrenia. Effects of Tryptophan Loading on Indole 
Excretion. CHARLES R. SHAW, JOHN LUCAS, AND RALPH D. RABINOVITCH, Northville, 
Mich. A.M.A. Arch. Gen. Psychiat. 1:366-371, Oct., 1959. 


The relationship between the adult and child forms of schizophrenia has been clarified 
by Lauretta Bender’s follow-up studies of schizophrenic children, showing that most of 
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them become schizophrenic adults, and by the similarity in the basic psychopathologic 
process in adults and children, which has been described as a “‘loss of ego boundaries and a 
failure to differentiate the self from the external world.”’ It is not finally certain whether 
childhood schizophrenia is a special type of schizophrenia or whether it merely represents 
an earlier or more severe form of the disease. Nevertheless, as more information is being 
accumulated, it appears likely that the basic disorder is the same whether it occurs in chil- 
dren or adults. There are specific advantages to using children as experimental subjects 
in the search for metabolic defects in schizophrenia. The disease is being studied by the 
authors in its earlier stages, so that the demonstration of a metabolic change is more likely 
to be an integral part of the process rather than a result of the long-term “schizophrenic 
functioning.’’ Another advantage is that a somewhat more valid control group is available, 
since the schizophrenic and nonschizophrenic child patients are generally similar in their 
nutritional status, amount of physical activity, and general patterns of daily living. 

The subjects in the present study were 11 schizophrenic children and 10 nonschizophrenic 
children. Following a load of 3 Gm. of L-tryptophan, urines were collected at 10, 15, 19, 
and 24 hours. Control urines were collected for the same period when no tryptophan had 
been given. The urines were then analyzed for 5-hydroxyindoleacetic acid, which is the 
major end product of serotonin metabolism. In all but 3 of the subjects, there was an 
increase in excretion of 5-hydroxyindoleacetic acid following the tryptophan loading, and 
the increase extended throughout the 24 hour period. There were no significant differences 
between the schizophrenic and nonschizophrenic subjects either in the amounts of 5-hy- 
droxyindoleacetic acid excreted during the control period or in the increase following tryp- 
tophan loading. It is concluded that, if there are any aberrations in indole metabolism in 
schizophrenic children, the method described does not demonstrate them. 15 references. 
2 figures.—Author’s abstract. 


66. The Achievement Motive in Normal and Mentally Retarded Children. THOMAS E. JORDAN 
AND RICHARD DECHARMS, St. Louis, Mo. Am. J. Ment. Deficiency 64:457-466, Nov., 
1959, 


This study evaluates the conceptual and empirical status of the achievement motive in 
the study of mental retardation, using two groups of mentally retarded, educable adolescent 
males and a comparable group of normals. The empirical findings suggest that the n Achieve- 
ment measure is not applicable to the prediction of academic performance either in a first- 
order correlation relationship or in a multiple correlational relationship with an intelligence 
measure. Also, the Progressive Matrices appeared to be a more valuable tool for measuring 
intelligence than the more conventional verbal scales. 

The theoretical findings suggest that mentally retarded children are exposed to atypical 
child-rearing practices, at least as far as later achievement motivation is concerned. This 
gives some credence to the observation that parents of mentally retarded children present 
a different set of expectations to their children. Moreover, educable children exposed to a 
special curriculum show evidence of this treatment in personality, specifically, the fear of 
failure, which is less apparent than in educables who remain in regular classes. 10 references. 
7 tables.—Author’s abstract. 
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67. Childhood Schizophrenia. Role of the Family Physician. RONALD R. KOEGLER AND 
EDWARD G. COLBERT, Los Angeles, Calif. J.A.M.A. 171:1045-1050, Oct. 24, 1959. 


An intensive study was made of 34 children with schizophrenia. Parents were questioned 
about the early symptoms of their children, and the results were compared with the responses 
of the parents of children with behavior disorders. Areas of significant difference fell into 
the broad general categories of decreased socialization, abnormal play patterns, and evi- 
dence of neurophysiological disturbance. Many of the symptoms showed the concern of 
the child with the relationship of his body to the external world. There was often a pre- 
occupation with spinning objects, lack of interest in other people and other children, and a 
tendency to withdraw. Play patterns were repetitive, and it was difficult to get the children 
to change their play, possibly on the basis of the function of this symptom as an attempt to 
reassure the child about his own position in space. Persistent toe walking and spontaneous 
whirling were frequently noted. This study indicates that there may be neurophysiological 
differences between schizophrenic and nonschizophrenic children. A possible site of dys- 
function in this disease is the brain-stem reticular core, but it is emphasized that any changes 
are subtle and widespread. The main method of diagnosis is by developmental history and 
clinical observation of the neurophysiological status of the patient, with attention to the 
degree of socialization and the play pattern. This is primarily the responsibility of the 
physician; results of psychological testing have been disappointing with these children and 
are almost completely valueless with those less than 5 years of age. 12 references.—Auihor’s 


abstract. 


68. Changes of IQ in a Group of Institutionalized Mental Defectives Over a Period of Two 
Decades. ARTHUR E. ALPER AND BETTY M. HORNE, Gainesville, Fla. Am. J. Ment. 
Deficiency 64:472-475, Nov., 1959. 


In this study, the scores of a group of 50 mentally defective persons on the 1916 Binet 
are compared with those on the Wechsler Adult Intelligence Scale after an average interval 
of 25 years. The mean age of the subjects at the time of Binet testing was 13 years, 8 
months, and at time of the Wechsler Adult Intelligence Scale testing was 39 years, 5 months. 
Special comparison was made between subjects tested originally on the 1916 Binet when they 
were less than 16 years of age and subjects tested on the 1916 Binet when they were more 
than 16 years of age. The correlations, the mean I.Q. changes, and the discussion of the 
individual cases showing the greatest changes suggested two things: First, the 1916 Binet 
test scores of individuals who were more than 16 years of age at the time of testing showed 
an artifactual depression that was not operative when this test was used with children less 
than 16 years of age. The significant increase in I.Q. obtained for the older group as opposed 
to the nonsignificant decrease for the younger group lends strong support to this conclusion. 
Second, the results also indicated a tendency for the I.Q. of institutionalized mentally de- 
fective children to remain relatively constant. Thirty-four of the 50 children showed small 
I.Q. changes of 10 points or less. Certainly there is no evidence in the data to indicate a 
decrease in the mental level of defective children after prolonged institutionalization. 13 
references. 1 table-—Author’s abstract. 
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69. Psychotherapy of an Infant with Rumination. MYRON L. STEIN, AARON R. RAUSEN, AND 
ABRAM BLAU, New York, N. Y. J.A.M.A. 171:2309-2312, Dec. 26, 1959. 


Infants are emotionally responsive and can manifest anxiety in terms of the limited 
range of behavior available to them (such as by arrest of motor and behavioral maturation, 
regression, and somatic disorder). The mother-child interaction is crucial in etiology and 
management of these conditions. When the mother cannot be directly involved in treat- 
ment because of physical or emotional disability, a surrogate must be brought in for a time. 

Rumination is the active, voluntary return of swallowed food to the mouth. In contrast 
to regurgitation, it includes preliminary, purposeful movements of mouth and tongue, and, 
after the act, a satisfied facial expression. Onset is from 5 weeks to 12 months; the mortality 
is 20 per cent. 

An 8 month old boy who had previously shown normal development, except for an al- 
lergic rash at 6 months, had a 15 per cent weight loss in two months, as a result of rumina- 
tion, concurrent with depression and withdrawal of the mother. Laboratory and physical 
exams were normal. The infant was hospitalized and was put on various treatment regimens 
over the next,1!4 months, but lost another 15 per cent of body weight. At this point a nurse 
who was willing and emotionally able to care for the infant constantly, eight hours a day, 
was brought in. In a short time his rumination lessened, he regained his lost weight, and 
he has since continued to develop satisfactorily. With concurrent psychotherapy, the 
mother became less depressed and anxious and was able to take over care of her child again 
with continuing help from a social agency. This case illustrates once again the need for 
effective mothering for the normal development of an infant, especially in view of accumu- 
lating evidence that emotional trauma in infancy is crucial in the development of later 
serious psychiatric disorders. Early treatment of the mother and child seems, then, to be 
the keynote to prevention of many of these illnesses. 4 references.—Author’s abstract. 


PSYCHIATRY AND GENERAL MEDICINE 


70. Cutis Anserina: Its Significance in the Prognosis of Mental Illness. LESTON L. HAVENS, 
J. FRANK HARTY, AND JOHN E. CAWTE, Boston, Mass. J. Ment. Sc. 105:833-839, 
July, 1959. 


In an effort to develop a prognostic sign useful to psychiatric practice, the gooseflesh 
response to electric convulsive treatment was observed in 43 hospitalized mental patients. 
The magnitude of the gooseflesh response was inversely related to the age of the subjects 
and was greater in men than in women. Patients with affective illnesses evidenced a posi- 
tive relationship between the magnitude of their gooseflesh responses and favorable out- 
comes of treatment. 7 references. 8 tables.—Author’s abstract. 


71. Clinical Studies on Hydrochlorothiazide: Antihypertensive and Metabolic Effects. victor 
VERTES AND MERVYN SOPHER, Cleveland, Ohio. J.A.M.A. 171:1271-1273, July 11, 
1959, 


Metabolic studies were performed on 10 patients with essential hypertension and | with 
congestive failure who were being treated with 50 mg. of hydrochlorothiazide three times 
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a day. On admission to the hospital, these patients were put on a low salt diet and, after 
baseline studies were obtained, the drug was administered. All the patients with hyper- 
tension experienced a fall in blood pressure, and the patient with edema had a substantial 
diuresis. There was a marked sodium, chloride, and water diuresis and a small but con- 
tinual potassium diuresis. Upon discharge from the hospital, the patients were put back 
on a general diet and hydrochlorothiazide was continued with good results in all. Although 
the daily potassium loss while on hydrochlorothiazide is slight, it is persistent, and therefore, 
in order to prevent the complication of hypokaliemia, it is recommended that supplemental 
potassium be given during treatment. It is hoped that patients with essential hypertension 
can most easily be treated by first placing them on a low salt diet and then administering 
one of the chlorothiazide group of drugs. The relative low salt state can then be achieved 
by continuing the drug, even though the patients are back on a general diet, with main- 
tenance of the lower blood pressure. This method is relatively simple and requires a re- 
stricted diet for only a short period of time, and rapid control of hypertension usually occurs. 


2 references. 1 figure. 2 tables.—Author’s abstract. 


Emotion and Gastric Activity. CHARLYNE T. SEYMOUR AND JOSEPH A. WEINBERG, Long 
Beach, Calif. J.A.Mi.A. 171:1193-1195, Oct. 31, 1959. 


~] 
nN 


The role of emotional tension in the etiology of gastrointestinal disorders is well estab- 
lished. This article is an attempt to study the role of such tension on gastric activities before 
and after surgical interruption, with parasympathetic innervation of the stomach by vagot- 
omy. Twenty-four males with duodenal ulcers were selected at random from 150 cases 
referred for surgical treatment. Their ages ranged between 27 and 69 years, and the dura- 
tion of their symptoms between | and 30 years. A Levine tube was inserted nasally, and 
roentgenograms were taken. Procedures were repeated at three weeks and at one year 
following vagotomy. Samples were checked for free acid units and volume. The signifi- 
cance of pre- and postoperative differences was obtained, using a sign test. Prior to vagot- 
omy, there was a reliable increase in gastric activity with emotional distress. The motility 
and tonicity of the stomach increased noticeably as evidenced by fluoroscopy and roent- 
genograms. Following vagotomy, overt signs of emotional distress judged to be equivalent 
to preoperative response were easily aroused. Neither the acid nor the volume increased 
significantly. Radiological evidence of decreased tonicity and motility was present. The 
patients reacted strongly to psychological distress during depth interviews after vagotomy ; 
the upper gastrointestinal tract was not responsive, and healing of the ulcer occurred in 


each instance. 6 references.—Author’s abstract. 


73. Serum Toxicity in Various Psychiatric Disorders. JOSEPH worTis, Brooklyn, N. Y 
Am. J. Psychiat. 116:309-311, Oct., 1959. 


Since recent literature has been suggesting the possibility that the serum in both phenyl- 
ketonuria and in schizophrenia might be toxic, the present experiments were initiated to 
determine what effect serum drawn from various patient groups might have on brain oxi- 
dative activity. The serum of schizophrenic, alcoholic, and mongoloid patients had no 
inhibiting effect on the respiratory activity of surviving rat brain. The serum of patients 
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treated with chlorpromazine enhanced the respiratory activity. A slight tendency to 
elevated values found in recently admitted schizophrenic adults who were not taking chlor- 
promazine may be due to medication administered before admission. Phenylketonuric 
serum depressed brain oxidations, though a similar effect was induced by racemic phenyl- 
alanine in concentrations above 40 mg. per cent, as well as by other essential amino acids. 
It has been suggested that the depressant action of various amino acids may be due not to 
a direct effect of the amino acids but to aldehyde formation. It has also been known for a 
long time that a number of toxic amines, such as tyramine, phenylethylamine, mescaline, 
indole, and skatole, all inhibit brain oxidation. The phenomenon observed may explain the 
general depression of brain oxidation found in vivo in phenylketonuria by Himwich and 
Fazekas. The low cerebral metabolic rate found in mongoloids in vivo by these authors 
may be due to the brain pathology associated with the condition. 5 references. 5 figures. 
—Author’s abstract. 


74. Psychiatric Ecology. JOOST A. M. MEERLOO, New York, N. Y. J. Nerv. & Ment. Dis. 
129:385-390, Oct., 1959. 


Ecology is the science of interaction and interrelation between living units and their 
organic and inorganic environment. We find a continual expansion of living organisms fac- 
ing a reciprocal intrusion from outside forces. When the equilibrium between expansive 
and coercive forces is broken it may lead to death of the living species, to enormous worry, 
or to overpopulation. The concept of human ecologic equilibrium, or social homeostasis, 
is of importance to clinical psychiatry. Man’s mind is in a continual exchange with coercive 
persuasions from outside. The equilibrium between self-assertion and mental vulnerability- 
on the one hand, and pathological dominance and mental intrusion, on the other, is con, 
tinually susceptible to changes depending on tolerance capacity and ego strength, on the one 
hand, and on psychological changes in related persons in the family, school, profession, or 
society, on the other. Psychological problems of migration, cultural pressure, and social 
prejudice are related to these shifts in equilibrium. In psychoses a deux, for instance, one 
pathologic personality invades the mental equilibrium of the other. For the study of psy- 
chiatric ecology a better understanding of various persuasions and group reactions, to which 
man is susceptible, is needed. The first condition of this is a thorough knowledge and 
understanding of communication and mental contagion. Six clinical examples are given. 
11 references.—Author’s abstract. 


75. Some Evidence of a Relationship Between Hodgkin’s Disease and Intelligence. LAWRENCE 
LESHAN, SIDNEY MARVIN, AND OLGA LYERLY, Washington, D. C. A.M.A. Arch. Gen. 
Psychiat. 1:477-479, Nov., 1959. 


During the course of a research project in the psychological status and life history of 
patients with Hodgkin’s disease, the impression was gained that they were of a higher level 
of intelligence than could be accounted for by chance. In order to test this, the Army 
General Classification Test (A.G.C.T.) scores of 97 white enlisted men who developed this 
syndrome after testing were obtained. Their mean score was 110.1 compared with the army 
mean of 100. This difference is highly significant as indicated by a T score of 4.75 (P < 
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0.001). Army records also yielded prewar occupation titles of 209 white enlisted men who 
later developed Hodgkin’s disease. A technique was used that was developed by Stewart, 
who assigned median A.G.C.T. scores for 227 occupations in a random sample of 81,533 
white enlisted men. The patients with Hodgkin’s disease were tested against this sample. 
Their prewar occupations statistically fell into groups with higher A.G.C.T. scores than the 
general army mean (P < 0.001). Evidence has been accumulating in recent years that 
certain correlations exist between factors generally regarded as psychological and the de- 
velopment of neoplastic disease. In this paper, the authors offer their findings as objective 
data only and withhold any speculations as to factors that might account for them. 9 
references. 1 table.—Author’s abstract. 


76. Psychophysiological Approach to Management of Patients with Congestive Heart Failure. 
CHARLES R. VERNON, DAN A. MARTIN, AND KERR L. WHITE, Chapel Hill, N.C. J.A.M.A. 
171:1947-1954, Dec. 5, 1959. 


The literature relevant to the psychophysiology of the cardiovascular system is reviewed 
briefly, with particular reference to congestive heart failure. Psychological data from a 
series of 30 patients with congestive heart failure are reported. Many of the patients were 
seen in connection with other studies concerning effects of emotional stimuli on central and 
peripheral venous pressures. From the data, it is concluded that the patient with con- 
gestive heart failure may be better understood and more effectively treated if the process 
is viewed in a broader context than that of a closed system of physiologic events within the 
body. External factors, i.e., the patient’s life situation, should be considered as they affect, 
through as yet only partially understood neurohumoral mechanisms, the status of the cardio- 
vascular system. Emphasis is placed on ways in which the physician may make optimal 
use of his relationship to the patient in understanding the patient’s personality as it may 
influence or be influenced by cardiovascular status. Data from case histories presented 
support the conclusion that information of this type has practical application to the man- 
agement of the patient who has to contend with congestive heart failure and an overwhelm- 
ing alteration in his life. 13 references. 1 figure. 1 table-——Author’s abstract. 


PSYCHOANALYSIS 


77. Current Problems in Dynamic Psychotherapy in its Relationship to Psychoanalysis. 
FRANZ ALEXANDER, Los Angeles, Calif. Am. J. Psychiat. 116:322-—325, Oct., 1959. 


Freud felt that the aims of psychoanalytic treatment and research run parallel in the 
attempt to gain a genetic understanding of the patient’s complaints and that insight into 
these origins is the primary therapeutic agent. With the discovery of transference, he pro- 
claimed that the patient must also re-experience his neurotic past. Ferenczi and Rank felt 
that the latter was sufficient alone. The author has revived this issue. From the perspective 
of corrective experience, the appearance of repressed memories is the sign rather than the 
cause of an emotional change. The creation of an appropriate interpersonal climate is the 
predominant factor in all dynamic psychotherapies, including analysis. Research studies 
indicate that the separation between cognitive and emotional events is artificial. Although 
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the contributions that the personality of the analyst brings to therapy are as yet not under- 
stood, it is clear that the individuality of the therapist is crucial. The fundamental link 
between emotional and cognitive factors makes it artificial and futile to divide psycho- 
therapeutic procedures, including analysis, into rigid categories. If this view is valid, it 
will have an unavoidable effect on training practices. Psychoanalysis and dynamic psy- 
chotherapy can only be taught and practiced together as one comprehensive field. 5 refer- 
Author’s abstract. 





ences. 


PSYCHOLOGIC METHODS 


78. The Predictive Validity of a Psychological Test of Brain-Damage. D. WALTON AND D. 
A. BLACK, Liverpool, England. J. Ment. Sc. 105:807-810, July, 1959. 


Recent validation and cross validation studies using 517 patients and normal controls 
were reported with regard to the value of the Modified Word Learning Test (M.W.L.T.) 
for diagnosing organic brain damage. Important differences were demonstrated between 
cooperative non-brain-damaged psychiatric patients and normal controls and brain-damaged 
patients. Two studies also demonstrated tentatively the predictive validity of the test 
when applied to psychiatric patients more than 65. In order to confirm the apparent pre- 
dictive validity of the test and thus to establish its independent diagnostic contribution, the 
present investigation was undertaken. Sixty-six patients were referred to the psychologist 
for an opinion with regard to the presence or absence of brain damage. The M.W.L.T. 
was administered to each patient. The test results were not examined in relation to diag- 
nosis until the psychiatrist had reached a firm diagnostic decision dependent upon various 
specific confirmatory criteria. Eight additional criteria were applied to those cases where 
unequivocal criteria of the type listed were not available. Nine cases were rejected because 
the diagnosis was in doubt or had not been reached by means of criteria that were inde- 
pendent of functions revealed by the M.W.L.T. None of those 28 patients finally diagnosed 
as either neurotic or psychotic was misclassified. Eighty-one per cent of those patients 
diagnosed as suffering from generalized cortical damage were correctly identified. Five 
epileptics behaved as non-brain-damaged patients. Of two cases of localized lesions, one 
was correctly identified. 

Thus, if a comparison is made between the results from non-brain-damaged psychiatric 
patients and those suffering from generalized cortical damage, 92 per cent of 50 cases were 
diagnosed correctly, a figure almost identical with that reported in one of the previous 
predictive studies. The results are sufficiently encouraging as to permit the tentative use 
of the M.W.L.T. in a predictive context. 7 references. 1 table-—Author’s abstract. 


79. Effects of Chlorpromazine and Alcohol on Coordination and Judgment. GEORGE A. 
ZIRKLE, PETER D. KING, OTT B. MCATEE, AND ROBERT VAN DYKE, North Madison, Ind. 
J.A.M.A. 171:1496—1499, Nov. 14, 1959. 


This study was designed to determine whether there is more effect on human coordination 
and judgment from a combined dosage of alcohol and chlorpromazine than from either of 
these drugs taken singly. A series of eight psychological tests were employed to measure 
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the effects of the drugs, which were administered blind to 15 normal subjects and 6 mental 
patients. Sufficient alcohol was administered to bring the blood level of subjects up to 
approximately 0.05 per cent prior to testing, a level that has been regarded by many courts 
as insufficient to impair automobile driving ability. Results showed the worst test per- 
formance to be under the combined alcohol-chlorpromazine condition. When test per- 
formances under the drug conditions were compared with performance under the placebo 
condition, the differences showed the following levels of significance: alcohol, p < 0.10; 
chlorpromazine, p < 0.05; and alcohol-chlorpromazine, p < 0.005. These figures indicate 
much less interference from the drugs when taken singly than from their combination. An 
unforeseen outcome was a significantly greater impairment of test function on tasks requir- 
ing higher intellectual ability. As compared with the single drug conditions, twice as many 
subjects reported feeling sleepy and groggy in the alcohol-chlorpromazine condition. Thir- 
teen of the 15 normal subjects judged they would have been most unsafe as automobile 
drivers on the day they received both alcohol and meprobamate. In combination with 
chlorpromazine, small amounts of alcohol were shown to significantly impair coordination 
and judgment, including that needed for safe operation of automobiles and other complex 
machinery. Therefore physicians who prescribe chlorpromazine should warn their patients 
of the possible danger of using alcohol. 4 references. 2 tables.—Author’s abstract. 


PSYCHOPATHOLOGY 


80. Psychopathology of Acute Intermittent Porphyria: Case Report. ALFONSO PAREDES AND 
HARRY JONES, Oklahoma City, Okla. J. Nerv. & Ment. Dis. 129:291-295, Sept., 1959. 


The case of a young man with acute intermittent porphyria is reported in which marked 
psychological abnormalities waxed and waned with concomitant changes in urinary levels 
of porphobilinogen and physical symptoms. During bouts of abdominal pain, the patient 
experienced vivid dreamlike states in which he seemed to be reliving a pleasant experience 
in the recent past, while at the same time maintaining correct orientation in reality. Be- 
tween bouts of acute pain, he appeared normal on casual observation but on formal testing 
he showed striking intellectual changes ot the type usually associated with organic brain 
damage. A review of the literature suggests that some 75 per cent of patients with this 
disease display significant psychopathology, ranging from mild neurotic complaints to full- 
blown psychoses. Indeed the psychiatric symptom is frequently the presenting complaint 
and has often led to a mistaken diagnosis of “functional” neurosis or psychosis. The psy- 
chiatric symptomatology is as varied as the personalities of the individuals and, in fact, 
probably depends on the premorbid character structure for the particular form it assumes. 
The authors feel that this kind of case material provides fruitful opportunities for research 
in psychopathology. It is usually not possible to get an accurate description of his abnormal 
psychic experiences from the patient with purely psychogenic disorders. In contrast, 
patients of the kind described in this paper are, during lucid intervals, frequently able to 
recall and describe, with fair objectivity, psychic experiences occurring during their dis- 
turbed periods. Similar case material is to be found in a variety of other metabolic as well 
as toxic and infectious states in which “acute brain syndrome” is a part of the clinical 
picture. 15 references.—Author’s abstract. 
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TREATMENT 
a. General Psychiatric Therapy 


81. Therapeutic Factors in Alcoholics Anonymous. HERBERT S. RIPLEY AND JOAN K. JACK- 
SON, Seattle, Wash. Am. J. Psychiat. 116:44—50, July, 1959. 


The organization Alcoholics Anonymous is based on the similarities among alcoholics 
and is still in the process of evolving the optimal therapeutic milieu for those who wish to 
recover. The goal of the organization is to help each member to remain sober. To achieve 
this goal, the organization helps the alcoholic to perceive himself, others, and situations more 
realistically; to accept responsibility tor himself, his behavior, and others; to alleviate guilt; 
to form more mature relationships; and to integrate his alcoholic and sober selves into a 
more realistic and satisfying self-concept. These changes occur within a set of relationships 
that are permissive, warm, and emotionally rewarding. The organization selectively main- 
tains the patterns of social relationships that were characteristic of drinking groups and that 
are also congenial to isolated drinkers. It manipulates these customary social patterns to 
achieve the new goals of sobriety and socially acceptable behavior. The structure, func- 
tioning, and philosophy of the organization are integrated and consistent with the goal of 
helping the individual to change from deviant, asocial thought and behavior patterns to 
those consistent with sobriety and social conformity. Once the individual is a member, 
the same type of informal social pressures that once operated to reinforce alcoholism and 
identification with other alcoholics are manipulated to change his allegiance to a group of 
sober alcoholics and to a less deviant and less isolated way of life. In many ways this 
process is akin to the processes of socialization and personality development in the child. 
The milieu within which this occurs, the Alcoholics Anonymous group, has many resem- 
blances to the family. The process of recovery in the organization is delineated in some 
detail and is compared with the process of recovery in psychiatric treatment. 5 references. 
—Author’s abstract. 


82. The Psychotherapeutic Approach to Neurosis in the Pavlovian School. GEORGE SERBAN, 
Elmhurst, N. Y. J.A.M.A. 170:1651-1657, Aug. 1, 1959. 


According to the Pavlovian psychiatry, materialistically oriented, mental activity is the 
result of the functioning of the brain and of person’s social existence. As mediated by the 
physiology of the brain, mental activity is organized through unconditioned and conditioned 
reflexes of the first and second signal system; as determined by existence, it becomes the 
reflection of the external world image. Neurosis could result from a disequilibrium between 
processes of excitation and inhibition of cortical-subcortical centers, in response to environ- 
mental conflicting stimuli. The solution of the conflict varies from individual to individual, 
depending on the type of the nervous system. The Marxist society claims to have solved 
the conflict of interest of the individual and society. However, in some particular social 
context and type of nervous system, this could happen. Three cases histories exemplify 
this situation in patients with anxiety reaction, depressive reaction, and hysterical con- 
version. As opposed to the Freudian concept, the infancy and the sexual drives are not 
emphasized as potential conflictual factors in the formation of neurosis. Generally the 
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psychotherapeutic approach is physiologically directed and based on the materialistic dialectic 
philosophy. The psychiatrist and the patient, as products of the same society, have no 
other choice, and psychotherapy aims only to re-establish and reconstruct the broken, 
socially conditioned reflexes by verboverbal association to a certain type of nervous system. 
The psychiatrist reworks the process of socialization of personality, using the resources of 
the mental activity of the patient but not of his unconscious. The Pavlovians accept only 
the concept of forgotten repressed memory, and not of unconscious mental activity. Any 
other approach, based on any nonmaterialistic philosophical, dialectical, and non-Pavlovian 
thinking, is considered to be a scientific error. 19 references.—Author’s abstract. 


83. The Concept of Psychic Determinism, RONALD W. ANGEL, Hines, Ill. Am. J. Psychiat. 
116:405-408, Nov., 1959. 


Psychic determinism is a basic tenet of psychoanalysis. It has been defined as an ap- 
plication of the causality principle to psychic occurrences. Causality, however, is no longer 
an unquestioned axiom of physics. This dilemma is recognized by the psychoanalysts, 
who nevertheless would prefer to retain a deterministic point of view. Psychic determinism 
may be defined without reference to causality by using the mathematical concept of a 
function. Whether or not the psyche is a deterministic system, in the mathematical sense, 
cannot be decided in the present state of knowledge. Recent developments in neurophysi- 
ology have suggested that neurons of the cerebral cortex may be able to detect and amplify 
random events at the synapse. The possibility of random factors in cerebral activity has 
profound implications for psychology. It could, for example, help to explain the flexibility 
and unpredictability of much human behavior. If one postulates a normal equilibrium 
between random and nonrandom cerebral activity, then disturbances of this equilibrium 
may be related to psychiatric abnormalities. Psychic determinism is best regarded as a 
working hypothesis that cannot be established on a priori grounds. 13 references.—Author’s 
abstract. 


b. Drug Therapies 


84. Potentiating Effect of Alcohol on Tranquilizers and Other Central Depressants. ERNST 
KOPMANN AND FRANCES W. HUGHES, Indianapolis, Ind. A.M.A. Arch. Gen. Psychiat. 
1:7-11, July, 1959. 


An instrument is described that is a combination of the conventional shock-avoidance 
box and the two-choice maze. In this apparatus, a rat is trained to respond to a forewarning 
signal (light) by escaping into a safe compartment. A second escape compartment is unsafe, 
i.e., the animal will be shocked in it as he would be if he did not attempt to escape. Meas- 
urements were made of: (1) The animal’s ability to respond to a derived stress, (2) correct- 
ness in response to the anxiety-inducing stimulus or to the direct shocking stimulus, (3) 
inability to respond to either type of stimuli. In this newly designed apparatus, there 
was measured anxiety reduction, discrimination loss, and inability to respond as opera- 
tionally defined. Phenaglycodol, meprobamate, and alcohol decreased anxiety and dis- 
crimination and also increased the inability to respond. When combined with alcohol, 
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however, anxiety was potentiatingly reduced by meprobamate, chlorpromazine, and pento- 
barbital sodium. Loss of discrimination by alcohol was potentiated by meprobamate, 
chlorpromazine, phenaglycodol, and pentobarbital sodium. The complete inability to 
respond as induced by alcohol was also potentiated by meprobamate, phenaglycodol, and 
chlorpromazine. 10 references. 4 tables——Author’s abstract. 


85. Reserpine-Induced Gastrointestinal Hemorrhage. DONALD A. DUNCAN AND WILLIAM 
FLEESON, Minneapolis, Minn. J.A.M.A. 170:1661-1662, Aug. 1, 1959. 


Though less common than mental depression or parkinsonism, acute upper gastroin- 
testinal hemorrhage can be a serious complication of reserpine therapy. Hematemesis has 
been reported in patients receiving 0.5 to 1.0 mg. of reserpine per day for prolonged periods 
as well as in those receiving larger amounts for only a few days. A previous history of peptic 
ulcer is obtainable in only about 50 per cent of the patients. This paper reports the case of 
a 59 year old man with no history of gastrointestinal pathology who received 5 mg. of re- 
serpine intravenously followed by 2 mg. orally 6% hours later as initial therapy for heredi- 
tary chronic: progressive chorea (Huntington’s chorea). Seven hours after the oral dose, 
he developed epigastric pains and vomited approximately 500 ml. of blood. For several 
hours, a marked cutaneous flushing and a generalized uncontrollable shivering were noted. 
On conservative therapy, he did well and an upper gastrointestinal series revealed only a 
small hiatal hernia; no ulceration could be seen. Though no pathology may be found in 
some cases, in others the hemorrhage has been shown to result from acute gastritis or from 
a peptic ulcer. Stimulation of gastric secretion is believed to be an important factor in the 
ability of reserpine to produce ulceration of the stomach or duodenal mucosa. An oral dose 
as small as 0.5 mg. has been shown to produce hyperchlorhydria in man. Such stimulation 
is believed to result from a peripheral action of reserpine either on the parasympathetic 
ganglia in the wall of the stomach or on the parietal cells themselves. 10 references.— 
Author's abstract. 


86. Agranulocytosis Caused by Phenothiazine Derivatives. DONALD R. KORST, Ann Arbor, 
Mich. J.A.M.A. 170:2076-2081, Aug. 22, 1959. 


Agranulocytosis caused by chlorpromazine or promazine is reported in 3 cases with de- 
tailed observations of blood and bone marrow changes. The literature is reviewed and 
indicates that the mean total dose was 12 to 14 Gm. with a very wide range prior to a re- 
action, and 95 per cent of the reactions occurred within the first 15 week period. Many 
deaths could be attributed to a prolonged period of agranulocytosis prior to recognition of 
the cause. Attention is called to the many phenothiazine derivatives in current use. Agranu- 
locytosis has occurred with promazine, chlorpromazine, prochlorperazine, perphenazine, 
and mepazine. Cross reactions with other phenothiazine derivatives probably occur, and 
the mechanism of marrow depression appears to be a cumulative toxic dose of the drug. 
Prompt recognition and cessation of drug administration results in marrow regeneration, as 
reflected by peripheral blood values, in 8 to 12 days. Supportive therapy includes isolation 
precautions and bactericidal antibiotics. There is not good evidence for the beneficial 
effects of corticosteroids. Readministration of small test doses does not result in a recur- 
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rence of the reaction, and residual bone marrow damage has not been observed. The severe 
reaction is probably a total bone marrow depression rather than a selective agranulocytosis. 
Awareness and recognition of this drug reaction and familiarity with the various pheno- 
thiazine derivatives should prevent fatal reactions from developing in the future. 14 refer- 
ences. 1 figure. 2 tables.—Author’s abstract. 


87. Use and Overuse of Tranquilizers. FRANK ORLAND, Camden, N. J. J.A.M.A. 171: 
633-636, Oct. 10, 1959. 


The general practitioner is the first line of defense in managing and controlling mental 
and emotional illnesses. Ataraxics do not resolve emotional conflicts, but they may restore 
a personality to its previous functioning level or to psychobiological homeostasis in indi- 
cated situations. Prolonged or excessive use of ataraxics should be undertaken with caution 
since it may lead to an increase in psychiatric symptomatology, excessive dependency on 
the physician or medication, fixation on an organic etiology, defective management of 
daily affairs, or to a denial of emotional problems. Constant re-evaluation of the patient’s 
psychiatric symptomatology and handling of reality situations is indicated when an ataraxic 
is administered over an extended period of time. 5 references.—Author’s abstract. 


88. Treatment of Postalcohclic Syndrome with Triflupromazine Hydrochloride. HAROLD 1. 
GOLDMAN, Denver, Colo. J.A.M.A. 171:1502—1503, Nov. 14, 1959. 


The acute alcoholic who is an inmate of a county or city prison presents special problems 
of care because of the symptoms of boisterousness, hallucinosis, nausea, tremors, and in- 
voluntary defecation and urination that characterize the postalcoholic state. The effective- 
ness of triflupromazine hydrochloride in controlling these symptoms was studied. Follow- 
ing the oral administration of 25 mg. of the drug every four hours for a total daily dosage of 
from 150 to 400 mg., 212 of the 252 prisoners who were treated, or 84.2 per cent, improved. 
Marked improvement in boisterousness and hallucinations was observed in all those who 
responded, tremors were controlled in 203 of the 212 patients, and nausea was relieved in 
209 patients. Of the 212 patients who responded to triflupromazine, 182 were men and 30 
were women. Forty patients, 39 men and 1 woman, showed no improvement (or their 
symptoms became worse). No significant changes in blood pressure were seen in any of the 
treated patients in spot check readings, and no other side effects were observed. The effec- 
tiveness of triflupromazine in controlling boisterousness and hallucinosis in a high per- 
centage of the patients under treatment was a definite contribution in facilitating the man- 
agement of the prison population. It would appear that triflupromazine is a valuable adjunct 
in the treatment of the postalcoholic syndrome. 3 references. 2 tables.—Author’s abstract. 


ce. Psychotherapy 


89. Some Difficulties of Psychotherapeutic Practice. JOHN E. GEDO, Chicago, Ill. A.M.A. 
Arch. Gen. Psychiat. 1:3-6, July, 1959. 


The problem of the patient who quits therapy prematurely is one of the most distressing 
vicissitudes of psychotherapeutic practice. Although recent literature stresses the fact that 
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most such patients are poorly motivated and severely ill, the author believes, after reviewing 
his own case material in detail, that the primary responsibility for such interruption of 
psychiatric contact is seldom the patient’s alone. When the patient is primarily responsible, 
the therapist usually understands the change in circumstances that brings this about and 
suffers a relatively light blow to his self-esteem. It is a much graver blow to lose a patient 
when the separation is stimulated by the therapist’s errors. Because increasing experience 
and greater maturity reduce the frequency of the psychiatrist’s therapeutic mistakes, pa- 
tients tend to drop out more frequently at the beginning of the psychiatric career. More- 
over, the young psychiatrist is unlikely to have resolved his own neurotic problems, multi- 
plying the chances for irrational misuse of patients, severe countertransference problems, 
and crippling scotomata for one’s own unconscious impulses. It is when the psychiatrist’s 
therapeutic activity serves as a satisfaction of neurotic needs in this way that the loss of 
patients by desertion is the severest narcissistic blow, leading to anger, guilt, and depression. 
It requires constant vigilance and self-scrutiny on the part of every therapist to avoid this. 
4 references.—Author’s abstract. 


neurology 


CLINICAL NEUROLOGY 


90. Gilles de la Tourette’s Disease. s. BOCKNER, London, England. J. Ment. Sc. 105: 
1078-1081, July, 1959. 


Gilles de la Tourette’s disease is characterized by an irresistible compulsion to swear, 
together with motor tics involving the body in violent spasmodic movements. The tics 
involve speech, either in the form of unorganized sounds, or actual words, usually of an 
obscene nature (coprolalia). Two cases are described, men of 65 and 67, who have made 
loud, compulsive ‘‘barking’’ sounds since childhood, associated with multiple motor tics. 
li one patient, the onset of the illness occurred at the age of 5 soon after he was forced to 
use his right hand, though he was naturally left-handed. The vocal tics became a roaring 
bark that could be heard over a considerable distance. Both patients looked and sounded 
like men swearing violently. Their work suffered, and they became recluses. Their shout- 
ing could rarely be controlled and was always worse when they were under emotional stress. 
Various forms of therapy had been tried, unsuccessfully, in the past, including psychotherapy 
and electroconvulsive therapy. Chlorpromazine was tried, empirically, and 1 patient made 
an almost complete recovery; the other developed chlorpromazine jaundice, before the full 
effects of the drug could be assessed, though he was improving when the drug had to be 
discontinued. It is suggested that chlorpromazine should be the first line of treatment in 
these cases. The etiology of the disease is discussed and its relationship to chorea and post- 
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encephalitic tics is noted. The differences between tics and obsessive-compulsive neuroses 
are observed. 11 references.—Author’s abstract. 


91. Neurosurgical Diagnostic Evaluation of the Patient with Cerebrovascular Disease (Stroke 
Syndrome). E. S. GURDJIAN, W. H. HARDY, D. W. LINDNER, AND J. E. WEBSTER, Detroit, 
Mich. J. Nerv. & Ment. Dis. 129:273-290, Sept., 1959. 


In the neurosurgical diagnostic evaluation of the patient with cerebrovascular disease, 
physical examination, electrocardiograph, studies of blood, urine, spinal fluid, carotid com- 
pression tests, ophthalmodynamometry, electroencephalography, and angiography are indi- 
cated in addition to the history. Syncope or severe dizziness on carotid compression may 
indicate cerebrovascular insufficiency due to occlusion of the opposite carotid, atresia or 
occlusion of the contralateral proximal anterior cerebral, or, if the compression is positive 
on either side, basilar artery occlusion. This test is about 60 per cent accurate. Ophthzelmo- 
dynamometry may indicate the presence of occlusive disease in one or the other carotid in 
about 70 per cent at present. Bilateral partial occlusions are not easily diagnosable by the 
technique. Electroencephalography gives varying results, depending upon the acuteness 
of the attack and the degree of disability associated with it. The most valuable diagnostic 
method is angiography, but, as is true with all techniques, there are advantages and dis- 
advantages. The advantages include good visualization of partially or completely occluded 
vessels of moderate or large size, exact localization of such lesions, and frequent demonstra- 
tion of unsuspected mass lesions. The disadvantages are morbidity and mortality (2 per 
cent or less) and the fact that angiography only visualizes the larger vessels at the present 
time. Particularly in the episodic or recurrent form of cerebrovascular disease, special 
studies may reveal partial occlusion of one of the larger vessels in the neck supplying the 
brain. Patients so affected may be benefited by surgical intervention or anticoagulant 
therapy. 8 references. 14 figures. 2 tables.—Author’s abstract. 


ANATOMY AND PHYSIOLOGY OF THE NERVOUS SYSTEM 


92. Toward a Theory of Pain. T. X. BARBER, Medfield, Mass. Psychol. Bull. 56:430-460, 
Nov., 1959. 


The author discusses the relief of chronic pain by prefrontal leucotomy, opiates, placebos, 
and hypnosis. The generally accepted view that “pain” has its “‘own’’ peripheral receptors 
and its “‘own’’ pathways in the central nervous system is misleading. Nociceptive stimuli 
activate various types of nerve fibers that travel in more than one pathway in the spinal 
cord and brain stem, and that project by thalamic and extrathalamic pathways to wide 
areas of the cortex. The response to a nociceptive stimulus is apparently brought about 
when a spatiotemporal pattern of neural activity set off by the noxious stimulus reaches 
segmental and suprasegmental centers. The pattern of neural impulses set off by noxious 
stimuli differs from the neural pattern set off by other stimuli in that the relative number of 
fibers of different sizes that are activated differ, and that the relatively different fibers that 
are activated carry impulses of different energy value, frequency, and duration. 

“‘Pain’’ in the sense of discomfort and suffering is not necessarily present when noxious 
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stimuli are discriminated, differentiated, and localized. The few cases that have been re- 
ported of “congenital insensitivity to pain’’ suggest that the individual may be able to 
“sense’’ a noxious stimulus, i.e., may be able to discriminate and localize the stimulus and 
differentiate it from other stimuli, and yet not show withdrawal movements, physiological 
alterations, or discomfort. Also, discomfort and suffering can be minimized or totally elim- 
inated in some by placebos, opiates, prefrontal leucotomy, and hypnotic procedures without 
necessarily altering the ‘‘sensation of pain’”’ or elevating the pain threshold. 175 references. 


CEREBROSPINAL FLUID 


93. Clinical Status and Cerebrospinal Fluid “Total Neuraminic Acid.’’ Repeated Observa- 
tions on Schizophrenic Patients. SAMUEL BOGOCH, KARL T. DUSSIK, AND PETER G. 
LEVER, Boston, Mass. A.M.A. Arch. Gen. Psychiat. 1:441—449, Oct., 1959. 


A total of 163 cerebrospinal fluid neuraminic acid determinations have been performed on 
59 patients (two to five determinations per patient at intervals of several days or months), 
with a thorough clinical evaluation accompanying each determination. A double-blind 
method was used. Further evidence was obtained with reference to the chemical abnor- 
mality in cerebrospinal fluid neuraminic acid in schizophrenic patients. Group-consistent 
low values were observed in these patients. Although only 7.9 per cent of untreated schizo- 
phrenic patients showed concentrations of total neuraminic acid in the normal range, 14.9 
per cent of treated schizophrenic patients showed values in this range. The increase in total 
neuraminic acid was not related to the diet consumed but was in most cases temporally co- 
incident with improvement in clinical status. There was some evidence that an increase in 
free (nondialyzable) neuraminic acid occurred in electroshock treatment and in hyperactive 
states of the nervous system. The possibility was indicated for the use of the determination 
of total neuraminic acid and of its subfractions as objective aids in following the clinical 
course of schizophrenic patients. 11 references. 12 figures. 1 table-—Author’s abstract. 


DISEASES AND INJURIES OF THE SPINAL 
CORD AND PERIPHERAL NERVES 


94. Sweat Patterns and Skin Temperatures in Patients with Brain and Spinal Cord Lesions. 
GRACE M. ROTH, HANS D. TRELLE, JOSEPH G. RUSHTON, AND EARL C. ELKINS, Rochester, 
Minn. J.A.M.A. 171:381-385, Sept. 26, 1959. 


The status of the sympathetic nervous system, as manifested in sweat production and skin 
temperature, was studied in 30 patients with various lesions of the brain and spinal cord. 
In group 1, consisting of 6 poliomyelitis patients, the ability to sweat and to make vaso- 
motor adjustments was found to be normal with few exceptions. In group 2, consisting of 
6 patients with brain disease, 2 showed abnormal patterns of skin temperature and/or 
sweating. In group 3, consisting of 10 patients with spinal cord compression below the level 
of the eighth cervical segment, both skin temperature and sweating showed numerous ab- 
normal patterns. In group 4, consisting of 8 males with spinal cord compression at or above 
the eighth cervical segment, anhidrosis was extensive in 1 and complete in all the others; 
only 2 had normal patterns of skin temperature. The distribution of the autonomic fibers 
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that control sweating does not coincide with that of the fibers that control vasomotor ac- 
tivity. 4 references. 4 figures. 1 table—Author’s abstract. 


SYPHILIS OF THE NERVOUS SYSTEM 


95. The Origin and Spread of Dementia Paralytica. £. H. HARE, London, England. J. 
Ment. Sc. 105:594-626, July, 1959. 


The author’s principal object is to recall some of the historical facts about the discovery 
of dementia paralytica (general paresis) by the great alienists of Paris in the early nineteenth 
century. The story of this discovery has been neglected by the historians of general medicine 
and deserves to be more widely known; it is a story of which psychiatrists may very properly 
be proud. The author also brings forward historical evidence to support the “‘neurctropic”’ 
hypothesis, that is, the view that dementia paralytica is caused by a special strain of the 
syphilitic spirochete. Dementia paralytica seems to have been a rare disease or even non- 
existent before the nineteenth century. The commonly held view that it was described by 
Thomas Willis and John Haslam is open to criticism. Existing records suggest that the 
disease may have spread like an epidemic from a focus in northern France, where it was 
first clearly recorded in 1814. In the United States, for example, the earliest cases were 
reported by Luther Bell in 1844, and he could find no descriptions corresponding to the 
disease in the earlier records. The gradual spread of a mutant “neurotropic” strain of 
spirochete can, to some extent, explain the changes in sex ratio of the disease. There is 
also evidence that, in England at least, the fall in mortality during the past 50 years cannot 
all be attributed to the treatment of dementia paralytica or to its prevention by the early 
treatment of syphilis. This natural decline in mortality and the changes in psychiatric form 
ot the disease (it was at first characterized mainly by grandiose delusions, later by depression, 
and now by simple dementia) are what might be expected of a new disease. They are com- 
parable with the changes that occurred in the clinical course of syphilis after its fifteen 
century epidemic in Europe—an epidemic that may also have been due to a spirochetal 
mutation. 140 references. 2 figures. 1 table-——Author’s abstract. 


BOOK REVIEWS 


Genetic Field Theory of Ego Formation. RENE A. spitz. New York. International Uni- 
versities Press, 1960. 103 pp. $3.00. 


This monograph represents a theoretical contribution to and evaluation of the psycho- 
analytic theory of ego formation in the young child up to two years of age. In the course 
of long-term direct observation of infants, the author found that he could distinguish three 
distinct stages, quite different from each other, and that the inception of each of the three 
stages is marked by the appearance of “‘specific affective behavior.”” It was these observa- 
tions that served as the empirical basis for the evolution of his theoretical propositions on 
ego development put forth in this monograph. These propositions are an extension and 
evaluation of Freud’s statements on the nature of psychic energy, the sequence of libidinal 
phases, and the formation of psychic structure. One of the unique contributions of the 
monograph, and one that is useful in a heuristic way, is a borrowing of theoretical constructs 
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from the field of experimental embryology. By means of analogy, with a full realization of 
the dangers and shortcomings of this method of reasoning, the author’s theoretical propo- 
sitions are evolved by the integration of these borrowed formulations of embryology and 
basic psychoanalytic theory. The introduction of certain theoretical propositions of em- 
bryology into those of psychoanalytic theory has permitted a new perspective of ego de- 
velopment in the young child that does not in any way negate previous psychoanalytic 
findings but extends and clarifies them in specific areas of ego development.—Arthur A. 


Kiracofe, M.D. 


The Education of the Individual. ALFRED ADLER. New York, Philosophical Library, 1958. 
143 pp. $3.50. 


This is a philosophical essay. Carleton Washburne quotes its main theme in his foreword: 
“The book deals with four problems an individual has to face: his relationship with others, 
his sense of equality, the possibility of an escape from the ephemeral, and the meaning of 
his actions.’’ The author, himself a social scientist, student, and teacher in the humanities 
calls this a “meditation” concerned with the thesis that the individual is an end, not a 
means. The “education” of the book’s title is ‘‘a way of learning how to love one another,”’ 
the “deglamorized”’ love of awareness and acceptance of self and other human beings, or 
“awareness that somebody exists, in his own way, not in my way, and that I can be quite 
sympathetically aware of this person’s existence in his way.’’ The individual who is an end 
in himself must accept others for their own sake. One of the prerequisites of this education 
is to be able to free oneself from the concepts of time and space of Newtonian physics. It 
is only through realization that the individual is timeless and spaceless that he may be 
actually perceived as an end. This is the untheological immortality of the philosopher. 
In this universe of discourse, each moment of the individual’s life is immortal, and there is 
no “more”’ or “‘less’’ in love. Adler speaks of the miracle of love performed through com- 
petition, which, quoting Walt Whitman, can be “exalting, a powerful, spiritual drive per- 
formed not to raise oneself at the expense of another’s debasement, but to rise so high as to 
be able to lift one up who thinks he is low.””_ If education “is a process leading toward a goal, 
the goal somebody is to be educated for, this then should be the goal for the education of indi- 
viduals—the miracle of love performed through ruthless competition. An individual, educated 
to be an individual, an end, no means, would know how to behave in accordance with this 
goal. Having learned that love is not a sacrifice but his one and only chance of happiness, 
he would embark on love with competitive zeal. Any given moment would offer the chal- 
lenge. His education consists in his ability to see more easily and to explain more easily 
the significance of others.” 

This is not the competition of the jungle, but of the loving individual showing other 
individuals that they are better than they thought they were. At any given moment he 
can be outdone by a more formidable competitor. ‘This prospect, however, conceals no 
tragedy. He too can outdo the competitor at any given moment. We have faith in such a 
moment and in the individual (now somewhat educated) and the rituals and the festivals 
of the eternal moment.” There is little of this manner of writing in the annals of psychiatry 
and psychology today. Adler’s “meditation” raises the question of why, and leads to the 
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speculation that perhaps there are many things left still unsaid and unsayable in human 
relationships.— Katharine Beardsley, Ph.D. 


The Rorschach and the Epileptic Personality. J. DELAY, P. PICHOT, T. LEMPERIERE, AND J. 
PERSE. New York. Logos Press, 1958. 265 pp. $6.00. 


This book was originally published in 1955 in Paris. The authors have thoroughly re- 
viewed the literature dealing with the Rorschach test in epilepsy and found a mass of con- 
tradictory material in which such factors as intelligence level, localization of cerebral dys- 
function, and etiology are frequently ignored. However, some tentative conclusions of a 
suggestive nature could be drawn from the literature. They then report their own study, 
designed to test the tentative conclusions emerging from this critical study of the existing 
literature. The subjects are 50 epileptic patients in whom diagnosis was confirmed both 
on clinical grounds and by electroencephalographic study. It was concluded that there 
exists an epileptic personality, manifesting traits common to organic patients in general 
upon which are superimposed traits related to etiology and localization. Finally, a secondary 
intellectual deficit and neurotic manifestations associated with the patient’s reaction to his 
disorder can be superimposed on these traits. The book is an important contribution to the 
use of the Rorschach test and to the understanding of the epileptic.—Margaret Mercer, Ph.D. 


The Physiology and Pathology of the Cerebellum. ROBERT S. DOW AND GIUSEPPE MORUZZI. 
Minneapolis, Minn. University of Minnesota Press, 1958. 657 pp. $12.50. 


This monumental treatise is a companion volume for Professor Larsell’s Anatomy of the 
Cerebellum, which will be published in the near future. There is a brief introductory section 
on the history of cerebellar physiology. Part I covers cerebellar physiology and anatomical 
correlations, including analysis of results of ablation and stimulation experiments and 
extensive observations on electrophysiological data. Part II concerns clinical symptoma- 
tology and pathology with emphasis on the mechanisms of dyskinesia and other manifesta- 
tions of cerebellar dysfunction. Cerebellar syndromes are discussed and grouped under 
etiological categories including developmental, degenerative, infectious, toxic, traumatic, 
vascular, and neoplastic. The section on pathogenesis and clinical correlations is par- 
ticularly comprehensive. The whole volume is notable for its clarity, orderliness of presen- 
tation, and authoritative analysis and integration of massive quantities of data.—Harold 
Stevens, M.D. 


Books Received 


Hypnoanalysis. LEWIS R. WOLBERG. New York. Grove Press, 1960. 342 pp. $2.25. 
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Dr. Winfred Overholser Receives Two Honors 


Winfred Overholser, M.D., Superintendent of St. Elizabeths Hospital, Washington, D. C., 
and Editor-in-Chief of the Quarterly Review of Psychiatry and Neurology, recently received 
two honors: the President’s Award for Distinguished Federal Civilian Service—he is the 
first psychiatrist to whom it has been given—and 
the honorary degree of Doctor of Laws from George 
Washington University, Washington, D. C. 

Born in Worcester, Mass., on April 21, 1892, 
Dr. Overholser received the degree of Bachelor of 
Arts (cum laude) from Harvard University in 1912 
and of Doctor of Medicine from Boston University 
in 1916. After serving as resident physician at the 
Evans Memorial Hospital in Boston, he entered the 
Massachusetts State Hospital Service in 1917. He 
was absent on military leave, serving as a psychia- 
trist in the Medical Corps of the American Expe- 
ditionary Force of the United States Army, from 
February, 1918, to June, 1919, after which he re- 
turned to the Massachusetts State Hospital Service. 
He was on the staff of several institutions in Massa- 
chusetts, and in 1924 became Assistant to the 
Commissioner of Mental Diseases of that state. He was director of the division for the 
examination of prisoners of the Department of Mental Diseases of the Commonwealth of 
Massachusetts from 1925 to 1930. Assistant Commissioner of Mental Diseases from 1930 
to 1934, and Commissioner of Mental Diseases from 1934 to 1936. In 1937, Dr. Overholser 
was selected from a national roster prepared by the American Psychiatric Association for 
the position of Superintendent of St. Elizabeths Hospital, and he is still serving in this 
capacity. From 1938 to 1959 he was Professor of Psychiatry at the George Washington 
University School of Medicine. Since 1959 he has been Professor Emeritus of this school. 
In 1940, he was granted the honorary degree of Doctor of Science from Boston University, 
and in 1955 an honorary Doctorate of Humane Letters from St. Bonaventure University. 
He is a Diplomate of the American Board of Psychiatry. 

Always a prolific writer, Dr. Overholser has had more than 250 articles concerning general 
and forensic psychiatry, criminology, and mental hospital administration published in legal 
and medical journals. He is the author of The Psychiatrist and the Law (1953) and editor 
of Centennial Papers, Saint Elizabeths Hospital, 1855-1955. He is co-author with W. V. 
Richmond of Handbook of Psychiatry (1947), an acknowledged standard treatise in the 
field. As Editor-in-Chief of the Quarterly Review of Psychiatry and Neurology, Dr. Over- 
holser has expanded the scope of the journal so that it is now one of the more comprehensive 
review publications. He is a member of the editorial board of MD Medical Newsmagazine. 
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